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ED i- OR PALS 


ON ANNUAL SESSIONS AND REGIONAL 
CONFERENCES 


The 75th Annual Session.—The 1946 Annual 
Session of the California Medical Association 
will have come and gone before this May issue 
of .CALIFORNIA AND WESTERN MEDICINE is 
placed on the desks of C.M.A. members. In the 
April “Pre-Convention” number of the OFFICIAL 
JOURNAL appeared the programs of the general 
and section meetings of the Scientific Assembly. 
An inspection of the topics of the Association’s 
thirteen scientific sections there given should 
convince any Doubting Thomases that the desire 
of physicians to keep abreast of recent progress 
in the healing art exists as earnestly today as in 
the past. For physicians who are interested in 
the activities of organized medicine, the reports 
of officers, committees, and component county so- 
cieties, gave clarifying evidence concerning the 
large number of active workers who are giving 
freely of time and effort on plans and procedures 
designed to promote the best interests of medical 
practice and the public health. 


Also, before now, the business and other hap- 
penings at the 75th annual session, held in Los 
Angeles on May 7-10, will have been transmitted 
orally to county societies by their delegates. The 
official proceedings of the House of Delegates 
will probably appear in the June issue of Catt- 
FORNIA AND WESTERN MeEpiciNeE. These should 
be scanned by every member who would do his 
bit as a member of the medical profession by 
keeping in touch with policies outlined and actions 
taken through his duly elected representatives. 


i * <« 


A Large Society in a Great State.—The in- 
creasing growth of the California Medical Asso- 
ciation, now possessing a membership in excess 
of 7,000, making it the third largest constituent 
state medical society in the United States—and 
located as it is in a commonwealth credited with 
158,297 square miles, and a population of 9 mil- 
lion persons,—suggests the thought that the time 
may not be far distant when, in addition to the 
one annual session for the entire Association, it 
may be desirable to complement that gathering, 
every year or so, through presentation of two or 
three Regional Scientific Conferences. 

o. 20% 


C.M.A. Cannot Meet Always in Los Angeles. 
—It is generally agreed that the transportation 
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and hotel accommodation difficulties that recently 
have been so much in evidence, are not conducive 
to bringing out an attendance at an annual session 
commensurate with the size or influence of the 
California Medical Association. 

During the last several years, it has been neces- 
sary to continue to meet at The Biltmore in Los 
Angeles, that being the only hotel in California 
at the present time, of sufficient size to provide an 
adequate number of meeting rooms, and give also 
limited facilities for physician guests. 

However, the California Medical Association 
cannot continue to meet only in one city—as it 
has done during the last three years. 

Granted that one major annual meeting of the 
California Medical Association is necessary— 
particularly for the transaction of business by the 
House of Delegates—would it not be possible to 
consider for this large State of California—second 
in size in the Union—the desirability of holding 
two or more regional conferences of the Scientific 
Sections of the Association ? 

In the northern division of the State, such mid- 
year conferences could be held in different cities 
—as at San Francisco, Oakland, Fresno, or Sac- 
ramento. In the southern section, meetings could 
convene, say at San Diego, Riverside, Long 
Beach, Pasadena, or Los Angeles. 

e ie 


Advantages of Regional Conferences.—Such 
regional conferences could be made of real value 
by keeping members in these respective communi- 
ties—some of whom have only casual interest in 
their medical societies—in better touch with their 
fellows of their own geographical sections, and 
with the scientific and organizational work that 
is being carried on by colleagues whom they meet 
from day to day. The medical profession is bene- 
fited through such contacts. : 

* em 


Comparison with Eastern States.—States 
with much smaller geographical areas and popu- 
lations than California all have their own con- 
stituent state medical societies. If the ground area 
of California is divided by two, it still has more 
than 75,000 square miles for each half; and in 
each such half area could be placed states as 
follows: 

Rhode Island (1,248 square miles). 

Delaware (2,370 square miles). 

Connecticut (4,965 square miles). 

Massachusetts (8,266 square miles). 

Maryland (12,327 square miles). 

These six states taken together would only total 
about one-half of one-half of California’s total 
area! 

Organizations such as the American College of 
Surgeons have already learned the advantages to 
be derived from regional conferences, as witness 
in recent years, separate meetings in San Fran- 
cisco and Los Angeles. 

When the present C.M.A. Constitution was 
adopted in May, 1929, provision was made for 
Councilor District Societies (Article V, Section 
13), so the basic thought or plan here mentioned, 
is not new. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 64, No. 5 


Above Is Submitted for Discussion.— What 
has been written above is submitted only to pro- 
voke thought on the subject. If the California 
Medical Association continues to grow—and it is 
growing in leaps and bounds as proven by a list- 
ing of more than 200 applicants for membership 
in One component county society, as given in a 
recent issue of the Bulletin of the Los Angeles 
County Medical Association—it is logical to as- 
sume that ways and means must be found through 
which members who are engaged in research or 
clinical studies may find legitimate outlets for 
the presentation of their work. These workers 
cannot all attend the American Medical Associa- 
tion sessions; and their studies are worthy at 
times of larger audiences than those available in 
their local county societies. 


Unless our own State Medical Association, 
even though it be third in the list in number of 
members, develops plans aiming at objectives 
noted above, it is possible it may fail somewhat 
in its capacity for service to its own members, 
and to a certain extent, in service to the people 
of California. 


WASHINGTON HEARINGS ON WAGNER- 
MURRAY-DINGELL BILL: S. 1606 


Excellent Reports Are Appearing in J.A.M.A. 
—Public hearings on “Senate Bill 1606—To Pro- 
vide for a National Health Program”—began on 
April 2, 1946, in Washington, before the Senate’s 
Committee on Education and Labor, James E. 
Murray, Senator from Montana, presiding. 

S. 1606 is generally referred to as the Wagner- 
Murray-Dingell Bill, and in popular understand- 
ing is the successor of the compulsory health in- 
surance bill first introduced in 1939, as S.- 1620, 
by the same Congressional sponsors. 

The public reaction against the compulsory fea- 
tures of the predecessors of present S. 1606 was 
sufficiently great to presumably lead Senators 
Wagner of New York, and Murray of Montana, 
and Congressman Dingell of Michigan, to care- 
fully avoid the use or implication of the word 
“compulsory” in S. 1606. 


“se * 


Incidents at First Hearing on April 2, 1946. 
—tThe first hearing on April 2 was marked by a 
sharp discussion between Chairman Murray and 
Senator Taft of Ohio, also a member of the Com- 
mittee. The report of the interchange of non- 
complimentary expressions was given in some de- 
tail in the Journal of the American Medical As- 
sociation for April 13, on pages 1021-1023. 

In that issue, J.4.M.A. prints 15 pages of a 
condensed verbatim report, and in its April 20 
number, eight pages. 

Physicians who will take the time to scan the 
J.A.M.A. reports will be able to understand 


better the forces that are being aligned against 


scientific and organized medicine. It is illuminat- 
ing, even though depressing at times, to read how 


‘clever are the health insurance proponents when 


they advocate adoption of the procedures that 
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have been incorporated in S. 1606. Also, how 
their dogmatic statements concerning theoretical 
plans they have espoused turn to keen evasive- 
ness and “I cannot answer that question” replies, 
when they are too apt to be confounded with their 
own arguments. 

At the beginning of the hearing, the sponsors 
of S. 1606, Senators Wagner and Murray and 
Congressman Dingell read into the record their 
respective statements, and were followed by 
Senator Claude Pepper of Florida, Mr. Watson 
B. Miller, Federal Security Administrator, and 
Medical Director J. W. Mountin of the U. S. 
Public Health Service, and others. 


* * * 


Some Excerpts from the Testimony.—On 
pages 1034 and 1035 of J.A.M.A. for April 13, 
one can find the following: 


“Senator Murray: Some have suggested that the bill 
setting up the Surgeon General and providing for the ad- 
ministration of this act would create a dictator under the 
Surgeon General. Have you studied that? 

“Dr. Mountin: I hope that we humble servants in gov- 
ernment have not risen to that position. We have always 
regarded ourselves as the humble servants of the people 
and responsive to the will of Congress. I hope that that 
is our record. . .” [sic.] 
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“Senator Murray: Doctor, you have not referred to 
the National Medical Advisory Policy Council which 
has been set up here, and the work that the Advisory 
Council has done in establishing professional standards. . .” 

“Dr. Mountin: Well, it provides: that the Surgeon 
General [U.S.P.H.S.] shall set up at the Federal level 
an advisory council. I do not have the exact wording, but 
in general the Council shall be representative not alone 
of the professional bodies but of the institutions that are 
concerned with care, and with groups that are concerned 
with receipt of service; so we have both the point of 
view of the producer and the recipient of service. The 
act also requires that he shall consult with the council 
on matters of policy,-and that he shall report to Congress 
on the use that he has made of these councils. It provides 
for regional councils that parallel the national one in 
many respects, so that you have that balancing of 
authority. It is not exactly authority, but that participa- 
tion, I should say, of professional and consumer groups 
all the way down the line in the administration of the 
Ses 


*x* *#- * 


“Advisory Boards,” Theoretically and Re- 
alistically—To go into a discussion of the 
above quotations is not possible in the space 
allotted to this column. It may be stated, how- 
ever, concerning the proposed National Medical 
Advisory Policy Council that the experience of 
physicians and others with so-called “advisory 
councils” is that they rarely function as wisely as 
the high-sounding phraseology creating them 
would have us believe. Witness, for example, the 
manner in which the Children’s Bureau of the 
U. S. Department of Labor hand-picked its ad- 
visory council for the Emergency Maternity and 
Infant Care (E.M.I.C.) program, and how the 


constituent state agencies that were supposed to 


administer on state and local levels were ham- 
strung through the simple procedure of not for- 
warding funds from Washington, whenever the 
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state agency failed to comply with the directives 
sent forth on the “national level” from Wash- 
ington. 

Yes, it is easy to talk about how advisory 
bodies can promote broad approaches to solutions 
of problems, but in practice, such advisory bodies 
rarely are given any real authority, and this re- 
alistic experience applies especially, when such a 
council is “advisory” to a governmental or bu- 
reaucratic body. 

ie Be 


J.A.M.A. Reports of the Hearing Are Worthy 
of Perusal.—In its April 20 issue, J.4.M.A. pre- 
sents much of the report of Mr. Arthur J. Alt- 
meyer, chairman of the Social Security Board, 
who has been well established in the public mind 
as a vigorous supporter of legislation of the 
Wagner-Murray-Dingell type. If space permitted, 
attention could be called to statements in which, 
in spite of being a supposed super-expert on the 
subject of compulsory health insurance, his re- 
plies were lacking in factual information. 

Physicians who do not take the time to scan 
these verbatim digests of hearings on S. 1606, are 
denying themselves an excellent opportunity of 
learning along what lines the leaders among the 
proponents of “political medicine” are thinking. 

It will be interesting to follow the reports of 
subsequent hearings before Senator Murray’s 
Committee. 


ON HOSPITALS 


Place of Modern Hospitals in Present-Day 
Medical Practice.—If the modern hospital is 
left out of the picture, present-day medical prac- 
tice is difficult to envisage. Older members of the 
profession know how many have been the impor- 
tant improvements in hospital procedures that 
have taken place since the days when they left 
medical schools to take up private practice. 

Recent graduates in medicine, in contrast, have 
been trained to such extent in these institutional 


accessories to medical practice that they feel 


almost helpless when suddenly thrown into com- 
munities where the facilities are lacking. 


* * * 


A.M.A.’s Annual Hospital Survey.—The 
April 20 issue of Journal of the American Medi- 
cal Association is this year’s hospital number. 
The statistical and other informative comment 
commences on page 1073 and carries through for 
some 89 following pages. From the excellent hos- 
pital survey portrayed in J.A.M.A., these glean- 
ings may be of interest: 

During 1945 one patient was admitted to a hospital 
in the continental United States every 1.9 seconds and 
a live baby was born in a hospital every 16 seconds, ac- 
cording to the 25th annual report of the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association. 

F. H. Arestad, M.D., and M. G. Westmoreland, M.D., 
present the Council report in the April 20 issue of The 
Journal of the American Medical Association. Their fig- 
ures reveal that in comparison with 1944 the number of 
hospital beds has increased from 1,729,945 to 1,738,944, 
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the number of admissions from 16,036,848 to 16,257,402, 
the number of patient days from 475,607,484 to 512,915,- 
155 and the number of hospital births from 1,919,976 to 
1,969,667. 

Represented in the report are 6,511 hospitals registered 
by the American Medical Association, including 1,156 
hospitals approved for internships and residencies and 
2,625 accredited by the American College of Surgeons 
as meeting unconditionally its minimum requirements for 
general standardization. 


Both governmental and nongovernmental hospitals 
showed a slight increase in bed capacity last year, the 
governmental group reporting 1,356,718 or 78 per cent of 
all beds, the nongovernmental hospitals 382,226 or 22 
per cent. 


General hospitals supply the greatest volume of hospi- 
tal service in the United States. Last year they admitted 
15,228,270 patients—93.6 per cent of all admissions—and 
maintained an average daily patient load of 665,105. In 
addition they gave care to 1,907,772 newborn infants, 96.8 
per cent of all live births reported in the registered hos- 
pitals in 1945. The nongovernmental general hospitals 
had a total of 9,371,874 admissions, the federal general 
hospitals 3,898,995 and the other governmental general 
hospitals 1,957,401. 

The mental hospitals with 37.7 per cent of all beds had 
248,876 admissions or only 1.5 per cent of the total pa- 
tients admitted in 1945. In comparison with 1944 there 
was an increased number of mental patients admitted in 
all nongovernmental groups. The mental hospitals under 
state, county and municipal control showed a slight de- 
crease, but the federal division reported an increase of 
13,147. The total gain in relation to the previovs year 


was 22,483. 
ee. aR ae 


State of California Is Making a Survey of Its 
Hospitals.—Hospital Surveys are now under 
way in several states. At the recent special session 
of California’s Legislature, upon recommenda- 
tion of Governor Warren, funds were set aside 
for a hospital survey in our own State. A press 
release of April 22nd gives the information in 
regard thereto: 

Approval of a survey to be conducted by the State 
Department of Public Health to determine the extent of 
hospital and health center facilities in California was 
given by the State Advisory Council on Hospital Fa- 
cilities at its initial meeting in San Francisco Monday 
(April 22). 

A questionnaire form to be completed by hospital ad- 
ministrators was adopted by the Council. It is expected 
that by late summer the Council will have available all 
essential facts necessary for its use in developing a plan 
to make good hospital facilities available to all the people 
everywhere in the State. 

The survey of hospital facilities will be made under 
the direction of Dr. P. K. Gilman, Chief of the Bureau 
of Hospital Surveys, State Department of Public Health. 
Health center facilities will be surveyed by the staff of 
the Department’s Division of Local Health Service under 
the direction of Dr. Ellis D. Sox, Chief. 


‘ss + 


California’s Hospitals for the Mentally I11.— 


In CALIFORNIA AND WESTERN MEDICINE for 
April (Vol. 64, No. 4) appeared a statement made 
by Governor Earl Warren in his March 21 address 
before the Los Angeles County Medical Associa- 
tion and the U.C.L.A. Alumni Association, that 
has bearing on the operation of California’s hos- 
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pitals for the mentally ill. Governor Warren 
there said: 

Not only have we reorganized our California Depart- 
ment of Public Health, we have thoroughly revamped 
and modernized our old Department of Institutions. This 
latter is now in name and in fact the Department of 
Mental Hygiene. I am determined that in the operation 
of our mental hospitals, we will take California com- 
pletely out of the “asylum age” and establish our State 
firmly in the “hospital age.” 

In the last analysis, it will be cheaper even financially 
to do this, to say nothing of the human values involved. 
I am determined that we shall place the emphasis as 
much as possible on the prevention of mental disorders 
rather than on mere custodial care. We have made some 
progress—not enough to be satisfactory, but certainly 
enough to be stimulating. We have stripped the Depart- 
ment of Mental Hygiene of every extraneous function. 
Now it is devoting itself exclusively to the prevention 
and care of mental disease. 
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Pertinent to the above may be given an excerpt 
from a recent paper by Dr. C. Charles Bur- 
lingame, president and psychiatrist-in-chief of the 
Institute of Living in Hartford, Connecticut, one 
of the oldest psychiatric institutions in the United 
States, and Connecticut’s oldest hospital of any 
kind. Dr. Burlingame makes this significant com- 
ment’ i 

“As a matter of fact, free enterprise might well ques- 
tion itself as to whether it has shirked its obligations by 
sloughing off the care of the mentally ill and allowing 
psychiatry to get into the present-day state of affairs 
through political medicine.” 

ee 


Major General Paul R. Hawley’s Address at 
the University of California Medical School 
Service Men’s Dinner.—Before leaving the 
subject, reference may also be made to an .ad- 
dress given by Major General Paul R. Hawley, 
Surgeon General in charge, Medical Department, 
United States Veterans’ Administration, in San 
Francisco on April 25th, at the testimonial dinner 
tendered to service men who are staff members 
and alumni of the University of California 
Medical School. 


Speaking of V.A. service to veterans, Dr. 
Hawley stressed the value of placing V.A. hospi- 
tals and medical services in close proximity to 
teaching schools and hospitals. It was Dr. 
Hawley’s opinion, based on his observations 
when he was Surgeon in Charge in the European 
War Theatre, that the lower mortality rates of 
World War II were in no slight degree due to 
the hospital units that had been sent abroad by 
America’s medical schools. Most of these units 
had teaching members on their staffs, who had 
served in their own medical school hospitals, so 
that new personnel coming into the units through 
transfers, were rapidly indoctrinated, to become 
harmonious and efficient members of the re- 
spective staffs. 


7 7 7 
The evidence concerning the value of modern 


hospitals in conservation of human health and life 
is abundant. In every community, where a hospi- 
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tal is in operation, it is to be hoped that the high- 
est standards of service will be emulated, to the 
end that hospitals everywhere shall become real 
health centers, both as regards curative and pre- 
ventive medicine. With the aid of well organized 
hospitals, scientific medicine will move forward 
in continued betterment. 


GOOD WISHES TO THE NEW 
EDITORIAL STAFF 


The-report of your present Editor appeared in 
the “Pre-Convention. Bulletin” on page 210. Men- 
tion was made therein that your Editor will give 
up editorial supervision of CALIFORNIA AND 
WESTERN MEDICINE with this May issue. Also as 
there stated, the present Editor has had the great 
privilege of acting in that capacity since March 
19, 1927, a period of twenty years lacking one. 
It has been a great pleasure to have been per- 
mitted to have had the editorial management of 
the OFFICIAL JouRNAL of the California Medical 
Association during these two decades. 


Your retiring Editor, who will now take up his 
new duties as Honorary Historian, is under great 
obligation to the many members of the California 
Medical Association who have given to him their 
generous cooperation, and in making his farewell 
as Editor, he desires again to express his sincere 
appreciation of their kindly help. 


It follows also that the best of wishes are ten- 
dered to those whom the Council will place in 
charge of CALIFORNIA AND WESTERN MEDICINE, 
and also as always, sincerest good wishes to all 
members of the California Medical Association. 


EDITORIAL COMMENT# 


NUTRITIONAL HYPERSUSCEPTIBILITY 


A hitherto unsuspected nutritional factor caus- 
ing hypersusceptibility to experimental pneumo- 
coccal infection in mice is described by Hitchings? 
and his associates of the Welcome Research 
Laboratories, Tuckahoe, N. Y. 


The New York investigators maintained groups 
of white mice on three commercial diets: A, 
Purine Fox Chow; B, Rocklands mouse diet, and 
C, Robinson and Siegel’s improved stock diet.? 
Before inoculation, certain groups were changed 
to a synthetic basal diet, consisting of casein, 
salts, cotton-seed oil, cod liver oil and sucrose, 
supplemented by thiamin chloride hydrochloride, 
riboflavin, pyridoxine chloride, calcium pantothe- 
nate, nicotinamide, p-aminobenzoic acid, and sev- 
eral other essential food factors. 


Five days after this change, each mouse of all 
groups was injected intraperitoneally with 0.5 cc. 


{ This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comments by contributing members 
on items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medi- 
cal Association to submit brief editorial discussions suit- 
able for publication in this department. No presentation 
should be over five hundred words in length. 
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of a/10° ‘dilution of a 17 hour broth culture of 
pneumococci. The actual number of organisms 
injected’ varied from 235. to 700, as determined 
by plate count. Of the 56 mice on cominercial 
diet A, 50 died within 6 days, a mortality rate of 
89 per cent. The mortality was 60 per cent in the 
group fed diet B, and 70 per cent with diet C. 
Among 52 mice on the new synthetic diet, 45 sur- 
vived, a mortality rate of but 14 per cent. 


Even more spectacular results were recorded 
with mice injected with 10 times the routine test 
dose of pneumococci. In the group on diet A, all 
mice were dead by the third day, a mortality rate 
of 100 per cent. In a parallel test of mice fed for 
five days on the new synthetic diet, the mortality 
rate was but 22 per cent. 


Hitchings believes that the most satisfactory 
explanation of the results is the assumption that 
some unknown factor stimulating the rate of 
multiplication of pneumococci is present in the 
commercial diets and absent from the synthetic 
basal diet. This hypothetical substance would not 
be essential for the mouse. The substance would 
be present in minimal concentration in the blood 
and body fluids except in so far as higher levels 
are maintained by a more or less continuous 
supply from exogenous sources. This would ex- 
plain the rapid loss of nutritional hypersuscepti- 
bility when commercially fed mice are changed 
to the new synthetic diet. Attempts are being 
continued to identify and isolate this hypothetical 
bacterial growth stimulant. 

A second possible explanation is suggested by 
the “opposition factor” or “anti-immunity pro- 
tein” recently described by Day* of the Patho- 
logical Institute, St. Mary’s Hospital, London. 
This haptin is semi-specific for the pneumococcus, 
and is found in numerous saprophytic bacteria, 
presumably in bacterial food contaminants. It is 
theoretically possible that this non-antigenic bac- 
terial contaminant in commercial foods may cause 
a continuous depression of normal pneumococcus 
resistance, or a “blocking” antibody‘ of sufficient 
titer to cause the observed irtcreased mortality in 
mice maintained on such commercial diets. 

Either suggested possiblity would be of basic 
clinical interest. 

P. O. Box 51. 

W. H. Manwarine, 
Stanford University. 
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A people [Americans] who are still, as it were, but in 
the gristle, and not yet hardened into the bone of man- 
hood. 


—Edmund Burke, Conciliation with America. 


I have lived enough, for I die unconquered. 


—Epaminonads. (Cornelius Nepos, 
Lives: Epaminondas. ) 
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Scientific and General 


MEDICINE AND THE PUBLIC* 


Puiti K. Giman, M.D. 
San Francisco 


NE year ago the then president of this Association, 

Doctor Lowell S. Goin, delivered as his outgoing 
address a masterly oration on the philosophy of com- 
pulsory health insurance. 

Teday it is my privilege to supplement his remarks in 
an effort to tie in with the philosophy of compulsory 
health insurance the practical aspects—the practical appli- 
cation—of health insurance, particularly as it affects the 
relationships of the medical profession with the people 
and their government. 


I mention the people and their government advisedly 
because I fear that too few of us are aware of the in- 
fluence the people hold over all of us. The great Amer- 
ican public is definitely our master and boss—and if we 
fail to heed that fact we are, sooner or later, headed 
straight for trouble. The people are the ones who tell 
us where to practice, how to practice, what fees to 
charge, The people dictate every one of our actions to us. 
Their control over our profession is not a direct thing 
and is often unseen. Individuals do not come and give us 
orders, but as a group our patients exercise the same 
restraint and control over us in an indirect manner they 
might show directly. We are all familiar with the physi- 
cian, be he internist, surgeon, obstetrician or general 
practitioner, whose office practice or whose fees are out 
of line with what the public expects or has been taught 
to expect. That practitioner eventually falls by the way- 
side. His patients leave him for someone else and, unless 
he conforms to the standards set by the public itself, he 
finds himself a doctor without a practice. 


Here in California—and there are many other places 
where the same is true—the medical profession has 
learned to a great extent to heed the voice of the people 
and to increasingly take the people into its confidence. 
The medical profession has learned to study and work 
with the public and to lend advice, counsel, leadership 
and guidance in those fields where the public interest is 
at stake and where by training and experience medical 
opinion is better qualified and more pertinent. Where 
doctors with their specialized background are actually 
the better judge, it is their obligation to furnish the 
leadership and guidance which will create better public 
health conditions. I repeat—here and in some other places 
—this lesson has been learned. 

Those who have followed the progress of public think- 
ing relative to sickness insurance have long been aware 
that this same public is seeking not something for noth- 
ing, but something which people throughout the world 
have long wished for. The people are seeking security. 
They want to know that when they go to bed at night 
they can sleep and not lie awake plagued by worries over 
unpaid medical and hospital bills or uncared-for illnesses. 
In the realm of sickness insurance they seek the two-way 
security of knowing that both their ills and their bills 
will be taken care of. 

If we as physicians are to care for these bodily ills 
we must also see that the patient’s monetary difficulties 
are adequately handled, that the fear of incurring a debt 
will not prevent people from seeking our advice and care. 


* Address of the President. Read before first General 
Meeting, at the Seventy-fifth Annual Session of the Cali- 
fornia Medical Association, Los Angeles, May 7-10, 1946. 
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Some of the more astute political leaders have long 
sensed this demand on the part of the public and have 
catered to it. Attempts have been made here in California 
for the past twenty-nine years to impose upon the people, 
under one guise or another, a system of government- 
controlled medicine. We know that these attempts have 
not as yet been successful but we would be burying our 
heads in the sand if we did not heed the significance of 
these legislative threats. Instead of ignoring or merely 
combating these moves we have paid attention to them 
and, with our own background of training and experi- 
ence are guiding these efforts into paths which will lead 
to a better spread of medical care for the people without 
jeopardizing the quality of such care. The medical pro- 
fession by: becoming more active and forward-looking 
into its economic as well as its professional aspects is 
better serving the people. 


Unfortunately the efforts and thinking of some legis- 
lators on the entire subject of sickness insurance has, to 
date, been directed solely along economic lines with no 
regard for the professional status of the doctors who 
must be called upon to render the professional services. 
The bureaucrats envision only the picture of a large num- 
ber of people who by the law of averages will need 
medical care now or later and who, by the same law of 
averages, will experience financial hardship in trying to 
meet the cost of that care. The government planners 
therefore reduce the entire matter to one of dollars and 
cents. Thus reduced, medical care becomes a commodity 
which can be bought and sold for so much—or littl— 
cash. What is left out of the picture entirely is the 
quality of medical care which would be delivered to the 
public under such an assembly-line system. 

We as physicians must not make the same mistake the 
proponents of political control have made. We must con- 
tinue to plan so that the quality of medical care, will not 
suffer in our efforts to increase the quantity of that care. 

In exploring this field of prepaid medical care we have 
followed those lines of thought along which we have all 
been trained. We have gone cautiously lest the dose prove 
lethal. We have tested every step, moving from one to 
another only when we have been sure of our footing on 
the earlier step. By this process we have discovered many 
of the underlying weaknesses in insurance plans which 
may have a popular public appeal, which provide fine 
sounding campaign material for the politician but which 
we know would inevitably result in bad medicine for the 
public. Surely our obligation is to protect the people, not 
subject them to experiments which may well prove more 
harmful than good. 

One difficulty in this process of evolution rather than 
revolution in the methods of medical practice is that we 
have not yet been able to extend our prepayment services 
to enough of the people. There are still too many who 
have not been able to take advantage of these services 
and who are thus more readily influenced by the promises 
of the compulsory system advocates who seek control 
rather than better health standards. 

Today we have before us the best opportunity we have 
ever had to increase the spread of our own prepayment 
service. We have an aroused and militant medical pro- 
fession spurred on to greater efforts by the knowledge 
that the planner is lurking in the background, waiting to 
push his schemes through our legislative bodies. We have 
in our own prepayment plan—California Physicians’ 
Service—a medically and financially sound business opera- 
tion. We have the proper personnel to carry out the 
forms of coverage which our professional actuaries have 
told us will produce the desired results. We have the ex- 
perience of seven years of continuous operation under 
such a wide variety of conditions that we can truthfully 
say we have seen everything and experienced all possible 
modifying circumstances. 
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A further aid to spreading and improving the quality 
of voluntary medical care is the growing interest on the 
part of the public in proper facilities where they may re- 
ceive this care. These facilities constitute the physician’s 
workshop and are the hospitals and health centers which 
should be the distributing points for all types of medical 
service—preventive, diagnostic and therapeutic. Ideally, 
these facilities, in addition to providing restorative care 
to those disabled by injury or disease, should function 
not only for the maintenance and improvement of health 
but for continuing education of doctors, dentists, nurses 
and related professions. Too, the education of the gen- 
eral public on matters pertaining to health should not be 
neglected. 


A survey of these facilities is now being made in 
California. Plans will be evolved from this to so coérdi- 
nate facilities throughout the State as to make them avail- 
able to all the population. Thus implemented the medical 
profession will be in an even improved position to render 
not only its present high standard of care but better care 
and on a more extensive scale, reaching into areas not at 
present receiving such services. 


Today we must continue to move forward. We must 
enter into enrollment drives of our California Physicians’ 
Service throughout the State and make sure that every 
individval who can possibly be covered by voluntary 
sickness insurance is so covered. We must coéperate with 
the other voluntary plans and prove to the people and to 
the legislators that there is no room left for any com- 
pulsory scheme which would disrupt the very foundations 
of scientific medicine. 

This is our obligation here at home. But there is an 
even greater obligation away from home. 

Today we see the drive for compulsory sickness in- 
surance transferred from our own State capitol to Wash- 
ington, where both the Senate and the House of Repre- 
sentatives have bills before them to set up a nationwide 
system of Federally-controlled and Federally-operated 
medical care. We know that the pitfalls of a nationwide 
system are just so much more serious than those in a 
system confined to a single state. 

We may meet among ourselves and tell each other 
that the national demand for compulsory medical care is 
not the same as a state demand, that health conditions 
in Mississippi or New Hampshire are not the same as in 
California. ‘We may blind ovrselves to the fact that the 
national Congress must view the whole nationwide scene 
and enact legislation which crosses over state lines and 
ignores the situation in one state in order to favor a 
different situation in another. 

If we do take a ful! look at the national scene we are 
bound to admit that some of the arguments for compul- 
sory sickness insurance must be given credence insofar 
as some sections of the country are concerned. We may 
have a different situation here at home but we are all 
aware of the poor health conditions which prevail in 
some areas which are seized upon by some Congressmen 
as indicative of similar poor standards throughout the 
land. 

And again—-we have a solution in our grasp. We have 
the power and the authority to lend our own experience 
and ovr accumulated knowledge to other states. We have 
the obligation to do so and only by doing this may we 
hope to achieve in other states and thus.in a nationwide 
way the same standards of availability of prepayment 
medical care that we are accustomed to in our own State. 

Several years back we began hearing of Congressmen 
who were labeled as isolationists. These were the men 
who supposedly wished to ignore world conditions and 
concentrate their entire thinking on our own internal 
problems. We in medicine must not make that same mis- 
take or we will put ourselves and the future of medicine 
squarely in the path of conditions originating outside our 
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own State borders and affecting us along with the rest of 
the country. 


In the past year we have been able to extend a helping 
hand to some of our sister states. We have been able and 
willing to send some of our own men, men of experience 
and training, into these states and assist the physicians 
there to establish prepayment plans of their own, designed 
to meet local conditions. At least three of the western 
states have welcomed our representatives and several 
others have started an inquiry which undoubtedly will 
lead to the same sort of action in those states. 


I mention this not in’ any paternalistic mood but 
simply as an example of the need of sharing our eco- 
nomic knowledge as well as our scientific findings. Surely 
if we accept the principle of passing along to our col- 
leagues any advances in medical science which come our 
way, we should be similarly willing to share our eco- 
nomic advances. 


Not only have the doctors of California been able and 
willing te meet with their neighboring states in this 
movement but they have gone a full step forward in pro- 
posing national action along the same lines. The recent 
announcement by the American Medical Association of 
the formation of a federation of state medical prepay- 
ment plans represents the tangible development of a pat- 
tern of codperative effort which was drawn up in Cali- 
fornia and which met with instant response when pre- 
sented at the A.M.A. meeting. Under this program, the 
twenty-five states which now have prepayment medical 
care plans in operation will have a central meeting place, 
a clearing house if you will, for the interchange of in- 
formation, for the making of reciprocal agreements be- 
tween states and for the standardization of benefits on a 
nationwide basis. Further, these plans will collect in one 
place all the accumulated experience from twenty-five 
states and will make this information and experience 
available to those twenty-three states which are not now 
operating prepayment plans of their own. 


With this sort of a foundation we can look forward 
confidently to the day when every state in the union will 
offer to its citizens a prepayment medical care program 
which will be honored not only at home but in any state. 
When that day comes we may look for a cessation of the 
attacks upon our profession by the bureaucrats who have 
sensed this public desire and have hit upon their own 
schemes for meeting it, regardless of the effect upon the 
quality of medical care the public would receive. 


These statements may seem as though I am speaking 
from behind rose-colored glasses. They may seem too 
much on the optimistic side. If this is the case, we are 
all in for a long and bitter struggle if we are to pre- 
serve medical practice in this country in its present state 
of excellence. 

These threats to our state and national programs have 
consolidated the medical profession to an extent never 
before realized. With complete unity of effort there is 
little or nothing we may not accomplish, no inroads we 
may not combat. While some of our members have 
lagged behind others in accepting new ideas and many, 
on account of the demands of the recent emergency, 
have lacked time to keep abreast of the developments 
that have taken place in our organization we are today 
united as never before behind plans to preserve the 
practice of medicine on a voluntary basis. 

Gone by is the period in our progress during which 
those who had ideas of their own and who for reasons 
best known to themselves sought to give aid and comfort 
to the politically-minded legislative planners and only lip 
service or even less in support of our efforts to provide 
a prepayment budget system for the great middle class 
of the people. The vast structure which our pioneers have 
built up in this field of medical care is now on a firm 
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foundation. It is an accomplishment of which we may all 
be proud and no longer merits any but wholehearted and 
enthusiastic support of our entire membership as well as 
the devoted and meticulous rendering under it of profes- 
sional services by each and every one of us. 

* Today we have proved in California that our great 
middle-income group of citizens can be provided with 
superior medical care under a budget system of payment. 
We have proved that government is not needed as a 
middleman to insure the delivery of this service. We 
have proved that the physicians themselves can operate 
their own business of meeting the economic as well as 
the medical needs of their patients. We have proved that 
the public can be served when the physicians actually 
achieve the desire to serve. 

Evidence of this is mounting as we extend our services 
to an increasingly large percentage of the public and our 
problems appear to be correspondingly nearer of solution. 
We have accepted the responsibility of public service 
which the public itself has placed upon us. 

We have all seen the statement made repeatedly that 
the public is divided into three categories—the rich, the 
middle-income group and the indigent. Likewise, we have 
heard it said many times the rich and the indigent receive 
the best in medical care while the middle-income group 
fail to receive this care because. of the lack of funds 
with which to pay for it. We as physicians are now not 
only willing to accept fees from the well-to-do and pro- 
vide service free to the indigent, but are united and 
similarly willing to provide a prepayment service to that 
great group of middle-income citizens between these two 
extremes. 

Possibly those among us who have sons or daughters 
either practicing or preparing to practice medicine are 
more keenly aware of the medico-economic problems not 
as yet completely solved. One of the fundamental reasons 
why American medicine has become so outstanding is 
that we doctors as a group throughout the nation have 
been willing to share our scientific knowledge freely with 
our fellows. This stimulating exchange of systematic 
thought has contributed largely to our present-day stand- 
ards of medical practice. We parents want to make sure 
our children receive every possible benefit of our own 
accumulated professional experience so that they will be 
enabled to start in where we leave off. If not only those 
with doctor sons and daughters, but all in our ranks 
would apply this same principle of sharing of ideas and 
experience on the economic side of our profession, the 
lengths to which our calling could develop are without 
limit. 

In leaving office as president of this Association, I wish 
to impress upon you this thought: medicine has obliga- 
tions as well as privileges and unless we continue to 
meet those obligations our profession will cease to make 
the splendid progress which it is now showing. As there 
is no standing still, failure to continue our forward 
march will inevitably result in regression. From this it 
would take a long period of time to recover. 

On the other hand if each one of us continues to do 
his part and if each of us keeps on performing in the 
true spirit of public service, the years ahead will see 
unlimited achievements in medical practice and in the 
health of our common master, the public. ~ 

Room 423, at 760 Market Street. 


American life storms about us daily, and .is slow to 
find a tongue. 
—Emerson, Letters and Social Aims: 
Poetry and Imagination. 


The good man should not live as long as it pleases him, 
but as long as he ought. 
—Seneca, Epistulae ad Lucilium. Epis, civ, 3. 
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DOES THE PUBLIC WANT HEALTH?* 


GrorcE M. Unt, M.D. 
Los Angeles 


T isa frequent occurrence for a health officer to re- 

ceive letters from the public he serves. Consideration 
of these communications is‘of value as it frequently is a 
means of interpreting trends in public opinion. Many of 
the letters, in the nature of complaints, are groundless 
and must be ignored as they represent personal grievances 
only. Others are sufficiently sound to command attention 
and inspire action. Such a letter was recently received. 
It was in the form of a simple and rather embarrassing 
question : 

“Why, when the method of preventing diphtheria is so 
well known and accepted, do cases and deaths still occur ?” 

Upon first thought it might appear simple to answer 
this question. One might philosophize and satisfy his ego 
by pointing out that actually there are relatively few 
diphtheria cases and deaths compared to those that oc- 
curred a few years ago. It might be pointed out that true 
perfection in anything rarely occurs and that we normally 
should expect a few “exceptions to the rule.” Yet, the 
question is not answered. 

It has deeper implications. It applies not only to 
diphtheria, but to other preventable diseases. We still 
have smallpox, whooping cough, tuberculosis, and the 
venereal diseases. They are all preventable, yet they still 
plague our populace. Why? 

There has certainly been no lack of interest recently 
in the whole medical program. State and federal legis- 
lation has been proposed which calls for radical changes. 
But would such changes answer the question? Most of 
the proposed legislation is based on the premise that our 
medical program is deficient because it is either inade- 
quate or unavailable to all. ‘ 

Let us, just for the purpose of discussion, assume that 
we did have a medical-care program which was com- 
pletely adequate and freely available to all. Would pre- 
ventable diseases vanish and would all persons imme- 
diately be provided with the medical care that they might 
need? I am certain that the answer of men who have 
worked in the public health field would be in the negative. 
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Many examples may be cited to account for this pessi- 
mistic attitude. For years health departments have been 
conducting free pre-natal and well-baby conferences for 
needy individuals. Do all persons who are eligible attend 
regularly and receive their benefits? Unfortunately they 
do not and usually those who are in greatest need never 
appear. 


Some time ago one of the larger health departments 
in the state offered free annual physical examinations 
to all its employees. It was suggested that each employee 
make an appointment to have the examination either on 
or very near to his birthday, as this would facilitate his 
remembering it. About 1 per cent of the employees of the 
department took advantage of the opportunity. The pro- 
gram has been discontinued due to lack of interest. 


For many years immunization against diphtheria and 
vaccination against smallpox has been offered in many 
of our public schools at no cost to the individual. Have 
we had 100 per cent acceptance? Unfortunately, we have 
not. 


Tuberculosis has received great publicity in recent 
years. The cause and methods of prevention and cure are 
well known. Diagnostic clinics and treatment are avail- 
able to all, yet a recent survey in the City of Los An- 


* Chairman’s Address. Given before the Section on Public 
Health at the Seventy-fifth Annual Session of the Califor- 
nia Medical Association, Los Angeles, May 7-10, 1946. 
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geles revealed that only 16.8 per cent of cases reported 
were in the minimal stage and 83.2 per cent of cases re- 
ported were either moderately or far advanced. 

t is now accepted that cancer is curable if discovered 
in the, early stages. The death rate from this disease, 
however, clearly indicates that cases are not being seen 
early. Competent physicians are available in most areas 
to diagnose and treat cancer. Yet, all too frequently, the 
patient consults his physician too late. 
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Among the most unpopular responsibilities of a health 
officer are the isolation of communicable diseases and the 
maintenance of sanitary conditions in public places. The 
action of the quarantine officer is resented, because it 
interferes with personal liberties. The individual affected 
seldom considers the fact that his own predicament is the 
result of some other person’s carelessness or negligence 
in failing to observe isolation precautions. Instances have 
even occurred where the sufferer from a contagious dis- 
ease has knowingly exposed others, foolishly feeling that 
he was “getting even.” 

Sanitary inspectors too frequently meet with resistance 
when they insist on scrupulous cleanliness in public eat- 
ing establishments and proper sterilization of glassware, 
dishes, and utensils. This occurs in the face of the known 
fact that one serving of contaminated food may not only 
cause severe illness and even death, but may also put the 
responsible food establishment out of business. 

Why do we experience this resistance from the public 
against those things that are known to be of benefit? 
Why do so many individuals present themselves for 
medical care only as a last resort? Is it because we are 
a nation of individvalists who believe that disease is a 
misfortune that strikes only the other fellow? Is it be- 
cause we are basically gamblers who are willing to take 
our chances with fate and, so long as we are well today, 
not worry about what may happen tomorrow? Or, is it 
because we placate ourselves by believing that we are 
health conscious and stoically observe all sound health 
principles and teachings except those which cause us in- 
convenience or interfere with our personal pleasures. 
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Some time ago we had a rather interesting experience 
in our health department which may give us a lead to the 
solution of our problem. Following the onset of war we 
were confronted with a sudden and overwhelming in- 
crease in population. Housing conditions reached a de- 
plorable state due to overcrowding. Our inspectors re- 
ported intolerable conditions existing in our eating places 
due both to lack of sufficient help and to the demand for 
feeding an increased number of persons. Customary 
methods of enforcement of sanitary regulations failed 
entirely to remedy the situation. In desperation the de- 
partment adopted the policy of citing offenders directly 
to court where fines and jail sentences were imposed. 
Conditions improved rapidly but there was vociferous re- 
sentment on the part of those who suffered the indignity 
of being haled into court. A meeting was held with 
representatives of the industries involved. To our sur- 
prise, after the dangers of insanitation were explained 
and the requirements of the health department outlined, 
the representatives expressed themselves as more than 


willing to remedy the situation. Lack of knowledge was 


largely responsible for the existence of the hazardous 
conditions. Following the meeting, courses of training 
for food handlers were established. These courses had 
the full support of the industry and were surprisingly 
well attended. Today our codperation with the industry 
is excellent and very few court citations need to be issued. 


7 7 7 


What has been learned in the field of sanitation may 
well be applied to the field of medicine. In fact the evolu- 
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tion of modern public health practices had its birth in 
the cleaning up of the environment. The development of 
public knowledge and acceptance of the advantages and 
opportunities of modern medicine had not kept pace with 
the development of the science. 

Within recent years there has been nation-wide pub- 
licity and the collection of millions of dollars to combat 
poliomyelitis. Huge sums have been and are now being 
spent for research to find the cause and a reliable method 
of preventing the disease. But, should such a preventive 
agent be discovered, would it be universally used and 
would poliomyelitis vanish? If we judge by our experi- 
ence with diphtheria, we must hang our heads and admit 
that it would not. 

7 7 v 


Considering the facts which have been presented, we 
must be honest with ourselves and admit our failure in 
one phase of the field of medicine and public health. We 
have failed to develop and promote the public intellect 
sufficiently to demand and accept the medical benefits 
which are available to them. 

Before we can ever realize the goal of a nation free 
from preventable diseases, we must expand greatly in the 
field of health education. The old adage about leading the 
horse to water, but not making him drink, is trite, but 
still basically sound and appropriate in this instance. Our 
populace will enjoy sound health only when it wants to 
and knows how to. 
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The expenditure of huge sums of governmental funds 
to provide more hospitals, more health centers, and more 
doctors is not sufficient. A program must be developed 
which will inculcate into the very roots of each indi- 
vidual the sound knowledge of the desire for adequate 
medical care. 

Such a program must be developed intelligently. It 
must be designed to teach the individual self-reliance and 
promote initiative. Too frequently in the past our pro- 
grams have been designed only to provide services for 
the public. We have failed to make our services attractive, 
and desirable. The very nature of certain medical pro- 
cedures is such as to cause apprehension. This fear must 
be dispelled by a sound and logical presentation of facts. 
It is quite true that a smallpox vaccination produces phy- 
sical discomfort, yet the discomfort is infinitesimal when 
compared with the suffering that results from the disease. 
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Two years ago we were confronted in Los Angeles 
with a sudden increase in diphtheria cases and deaths. 
To combat this increase, a concentrated immunization 
campaign was organized. Newspaper articles, short radio 
“plugs,” posters, and talks before civic groups were all 
utilized in the campaign. In addition, a consent slip, on 
which was printed a statement outlining the nature, 
cause, and method of preventing the disease, was dis- 
tributed to school children and to our clinic patrons. 
Private physicians codperated in the campaign by stress- 
ing to their patients the importance of diphtheria pre- 
vention. The result? Immunizations in the public schools 
increased by 50 per cent; immunizations in our own 
clinics increased 100 per cent and practicing physicians 
reported that they were swamped by requests for 
diphtheria protection. Following the campaign there was 
a sharp drop in the incidence of diphtheria which has 
continued to date. 

The above experience is cited as a small-scale example 
of what can be accomplished through health education. 
It is intriguing to speculate on what might be the result 
of a large-scale, nation-wide campaign devoted to sound 
health education. 

7 7 7 


We have just emerged from a war for which we 
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mobilized 13 million men into one of the finest fighting 
organizations the world has ever known. We have never 
lost a war to mortal enemies, even though we have at 
times been slow at the start. We can also be victorious 
in our war against disease if we, as a nation, will to do 
so. We have not, however, really mustered our full po- 
tential strength for a crushing blow. Such a mobilization 
will require expert leadership and hard work. It is up to 
the medical profession, in all of its branches, to provide 
that leadership lest it be taken up by those less qualified 
to do so. 
7 7 7 


We can now answer the question as to why we still 
suffer from preventable disease. We suffer because we 
have never fully used all of the resources that are at our 
command. If we will but apply all of the known means 
for disease prevention we’ll awaken one day to find that 
our common enemy has been vanquished. Then, and then 
only, will be have a nation free from preventable disease, 


which is a worthy goal and our rightful heritage. 
116 Temple Street. 


PROTEIN NEEDS OF THE AGED 
SURGICAL PATIENT* 


Duptry P. Facrrstrom, M. D. 
San Jose 


peeavalLine concepts of the nutritional needs- of 
the surgical patient have undergone revolutionary 
change over the past decades. It is not a far cry to the 
day when water was systematically withheld from the 
patient for twelve to éighteen hours before operation, and 
usually for one or more days following operation. 
Furthermore, a postoperative period of starvation was 
considered scientific and viewed with complacency. Today 
every surgeon is conscious of the ‘dynamic significance 
of water balance, the necessity of maintaining the caloric 
and electrolite needs of the patient, and the place of the 
vitamins in assuring functional equilibrium. 

The most recent contribution of biochemistry to the 
field of nutrition has concerned the protein substances. 
Indeed during the past few years a vast: literature has 
developed in the field of protein metabolism, a subject 
which seems destined to assume a réle of major impor- 
tance in the entire field of medical practice. 

If protein deficiencies are of common occurrence, there 
are special reasons why patients of advanced age should 
be prone to develop such deficits. It is therefore a subject 
which should engage the serious attention of the urolo- 
gist, whose efforts are largely devoted to the surgery of 
geriatrics. The implications of the problem are far reach- 
ing and very complex. In this discourse we can only 
touch upon bare essentials, stressing particularly the more 
practical aspects of the subject. 


THE NATURE OF PROTEINS AND THEIR USES 


Proteins are the structural units of body tissues, and 
in turn the building blocks of proteins are the amino 
acids. The structure and properties of more than 40 
amino’acids have been identified, 22 of these being im- 
portant to the body economy. Of the latter group 10 are 
classified as “essential amino acids,” indicating that they 
are necessary for some essential physiological process. In 
fact the omission of any one of these essential amino 
acids is inimical to growth and life. Furthermore, the 
essential amino acids are exceptional in that they cannot 
be fabricated by the body in sufficient amounts to satisfy 
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its needs, hence they must be obtained ready made from 
the food ingested. : 


When protein food is taken by mouth its complex 
molecules are broken down, by the proteolytic enzymes of 
digestion into simple diffusible compounds. The action of 
pepsin in the stomach hydrolyzes the molecule into prote- 
oses and peptones. In the intestines these are further de- 
graded into free amino acids, whence they enter the 
portal and general circulation. A certain portion of these 
circulating amino acids, depending upon the nutritional 
state of the individual, will be used to build new tissues 
and to augment the body stores of protein; the balance 
will be deaminated by the liver with the production of 
carbohydrate and non-protein nitrogen. The carbohydrate 
fraction contributes to the energy requirements. of the 
body, while the non-protein nitrogen is eliminated in the 
vrine. In caloric value a gram of protein is essentially 
equivalent to a gram of carbohydrate. 


The minimal protein requirements of an individual is 
that amount necessary to keep him in nitrogen balance. 
This state exists when the nitrogen intake equals the 
nitrogen excreted. During a state of negative nitrogen 
balance the excretion of nitrogen is greater than the 
amount consumed. Barring an inability on the part of the 
individual to absorb proteins, this would mean either an 
inadequate ingestion or an increased breakdown of body 
proteins. The optimal diet should provide protein much 
in excess of the amount which is barely capable of main- 
taining nitrogen balance. A daily intake of one gram of 
protein per kilogram of body weight is considered an 
adequate daily ration for an average person. 


Elman! has recently emphasized that all protein within 
the body is in a constant state of chemical activity, and 
that the older concept of great masses of inactive pro- 
tein storés is untenable. A dynamic equilibrium exists be- 
tween the blood proteins and the tissue proteins. It is 
essential that the circulating proteins in the blood stream 
are held at a fairly constant level, and the body proteins 
will make every sacrifice to maintain this blood level. 
The same author? has determined that a reduction of one 
gram in the total circulating plasma albumin indicates a 
loss of 30 grams of body protein. On the basis of these 
calculations, a reduction of no more than one-half grams 
per cent in the plasma albumin of a patient with normal 
blood volume could represent a loss of over 500 grams of 
albumin from the body. It is thus evident that any appre- 
ciable drop in the concentration of the serum albumin 
implies an ‘impending exhaustion of body protein. 


The circulating. proteins are of two distinct groups, 
the albumin and the globulins. The latter group has been 
fractionated into fibrinogen and the alpha, beta and 
gamma globulins. Most authorities state the normal con- 
centrations of these two groups as being from 4.0 to 5.5 
gm. per 100 cc. for plasma albumin, from 1.5 to 3.0 gm. 
per 100 cc. for globulin, and the total plasma proteins 
running from 6.0 to 8.0 gm. per 100 cc. In instances of 
protein deficiency the plasma albumin is the chief variant. 
The globulins are less apt to drop below their norm; in 
fact they may be elevated at a time when total proteins 
are low, particularly during periods of sepsis and fever. 
Patients presenting total plasma proteins below 3 gms. 
per cent practically always succumb. The lowest concen- 
trations which we personally have observed were in a 
chronic alcoholic with cirrhosis of the liver, in whom the 
blood levels shortly before death registered serum albumin 
1.8 gm. per cent and the globulin 1.0 gm. per cent. 

Aside from the fact that proteins are the chief com- 
ponent of muscles and all glandular structures, their 
various uses within the body are seemingly manifold. 
They control the distribution of the body fluids; they 
maintain the nourishing properties of the blood cells; 
they act as conveyors in the blood stream of many essen- 
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tial materials, such as calcium; they contribute largely to 
the body’s defense mechanisms; they are important con- 
stituents of both enzymes and hormones; and they prob- 
ably act as catalysts without which the vitamins are in- 
effective. 


Special emphasis should be given to the position of 
proteins in the control of water balance. The plasma pro- 
teins are immense colloid molecules which. supply the 
principal intravascular osmotic force. By comparison a 
molecule of serum albumin weighs a thousand times more 
than a molecule of glucose. They thus exert a tremen- 
dous pull upon the intercellular fluids, drawing water into 
the capillaries and also checking its escape. In the pres- 
ence of protein deficiency states, the tug of the tissue 
fluids is able to reverse the direction of flow, with a re- 
sultant clinical edema, a condition commonly observed in 
many of the starved races of Europe today. 


There are many factors which contribute to protein de- 
ficiency. By and large, it is usually due to one or more of 
the - following conditions: 1. An insufficient protein in- 
take; 2. An inability on the part of the organism to prop- 
erly digest and absorb proteins; 3. An inadequate syn- 
thesis of plasma proteins by the liver; and 4. An ex- 
cessive loss of proteins. 


THE AGED PATIENT 


As man advances in age he becomes sedentary, expends 
less energy, and his need of caloric food diminishes. 
Contrarily, the dynamic nitrogen exchange within his 
body continues unabated throughout life, and sufficient 
proteins should be supplied to satisfy these processes. A 
person in this age group frequently suffers with pro- 
tracted and debilitating diseases which predispose him to 
nutritional disorders. Let us examine the elderly patient 
in the light of the above enumerated causes of protein 
deficiency. 


The aged patient is apt to be a refractory patient. His 
mental pattern is often characterized by cantankerous 
obstinacy and with fixed ideas as to what is good for 
him. His defective teeth make mastication of solid food 
difficult. Achlorhydria, which is present in over 40 per 
cent of persons 60 years of age, does not permit a com- 
‘ plete breakdown of protein food and further retards 
pepsin digestion. Thus he has learned that meat, cheese 
and vegetable proteins “hang like a ball of lead in his 
stomach,” and he has long since discarded them in favor 
of milk, soups and soft dishes. His chronic constipation 
may in itself be a cause of anorhexia. It is thus apparent 
that the dietary of elderly people may be seriously lack- 
ing in the complete proteins which supply the essential 
amino acids, and which are at the same time a rich 
source of the B complex vitamins. 


Sclerosis of tissue.is one of the determinants of age. 
Visceral sclerosis bespeaks reduced functional capacity. 
In this issue it is pertinent as it relates to the liver and 
kidneys. 


It is now generally accepted that the liver is the main 
site of albumin formation. Fibrinogen is wholly synthe- 
sized here, and possibly the other globulins also. Cirrhosis 
of the liver is consistently accompanied by alterations in 
the concentration of plasma albumin. Patch and Post,3 
in studying a group of cirrhotics found that 96 per cent 
of the cases had albumin concentrations below 4 gm. per 
100 cc. Since hypoproteinemia may be present irrespective 
of edema and ascites, it is assumed that the deficiency is 
due to an impairment in the liver’s ability to synthesize 
these proteins from the food ingested. Autopsy studies 
reveal that: the incidence of liver cirrhosis reaches its 
peak in the sixth decade of life. It would seem that in 
elderly patients even lesser degrees of liver damage may 
be reflected in the lowered concentration of their blood 
proteins. 
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Old age is the season when man is prone to be afflicted 
by two abnormal mechanical forces which are conducive 
to renal damage. These forces are arterial hyptertension 
and the obstructive uropathies. Kidney disease is often 
manifest by the presence of albumin in the urine. The 
urologist has but to reflect upon the frequency with 
which varying amounts of albumin are found in residual 
bladder urine. Urinary protein loss up to one gram per 
day is probably of no significance. However, Peters and 
Van Slyke* have estimated that a loss of 10 to 20 grams 
of albumin per day in a 70 kilogram man would reduce 
the total amount of circulating albumin by nearly one- 
half in from 4 to 7 days, assuming no replacement to 
have taken place. 


It is not uncommon for obstructive lesions at the 
bladder neck to be accompanied by bleeding, which if 
chronic and prolonged may precipitate hypoproteinemia 
as well as anemia, especially if the protein reserves are 
low. This provides a further avenue for the abnormal 
loss of proteins. 


A summation of these considerations would indicate 
that the person of advanced years is inordinately sus- 
ceptible to all four of the recognized causes of protein 
deficiency. 


PROTEIN DEFICIENCY AND SURGERY 


When the aged and ill nourished patient is subjected 
to surgery he encounters further hazards, since the 
ordeal of an operation may superimpose an acute hypo- 
proteinemia upon a chronic state of depleted body stores. 
Protein losses attendant upon surgery may derive from 
the operation itself or from the exigencies of the post- 
operative period. 

Anesthesia is the first factor to take its toll of the 
blood proteins. Nitrous oxide, ether and chloroform all 
cause an increased output of urinary nitrogen, evidenc- 
ing an increase in the breakdown of tissue protein. 
Furthermore, the same agents have a depressant effect on 
liver function which retards the synthesis of the blood 
proteins, Casten and associates5 in studying 215 patients 
receiving various types of surgery, found that 69 per cent 
showed a drop of 0.5 gm. per cent or more in the blood 
proteins immediately following operation. If the opera- 
tion time was under one hour 50 to 60 per cent of the 
cases showed a drop; if the time constimed exceeded two 
hours a marked reduction was present in every instance, 
and apparently the type of anesthesia was of no signifi- 
cance. 


Blood loss during operation is usually not an impor- 
tant cause in protein depletion except in instances where 
the reserves are low, when it may be a significant factor 
in hypoproteinemia. Surgical shock, which is characterized 
by a markedly reduced blood volume, can produce an 
escape of proteins throvgh the transudates, particularly 
when as the result of chronic toxic infection the capil- 
lary walls have been rendered more permeable. 


The postoperative days are especially ominous for the 
ill nourished patient, due chiefly to the almost universal 
state of relative starvation which exists for a varying 
period following operation. This may be in accordance 
with the doctor’s orders, or self-imposed. Most patients 
have a scant appetite for food during the first postopera- 
tive days, and in some cases this may become protracted. 
Anorhexia may be further induced by over-sedation, par- 
ticularly by narcotics. In the usual ward regimen suffi- 
cient glucose and salt solution is given to supply these 
demands, but there is frequently a total disregard for the 
need of replenishing the more basic requirement of pro- 
tein. Where dehydration is not suspected patients seldom 
receive more than two infusions daily of 5 per cent glu- 
cose in salt solution. Yet the carbohydrate supplied in 
these injections yields only 400 calories, which is far be- 
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low energy requirements, and the balance will be par- 
tially supplied by body proteins. 


Elman® has vigorously stressed the dangers of post- 
operative starvation, discussing in detail their effects. One 
of the principal objective effects is loss of weight, which 
Elman found to be universal. If all patients were weighed 
at regular intervals following operation, the loss would 
at times prove surprisingly great. However, weight loss 
is intimately related to body fluids, which may be in a 
state of flux. Even in the absence of demonstrable edema, 
an increase in extracellular fluids as the result of hypo- 
proteinemia may maintain or even increase the body 
weight, leading to a false estimate of the patient’s con- 
dition. 

Where water balance is maintained, weight loss means 
actual loss of body tissue, consisting of both fat and pro- 
tein structures. Protein loss may be measured by the in- 
creased nitrogen excfetion. Actual studies* have shown 
that after operation as much as 20 to 40 grams of nitro- 
gen may be excreted per day, which represents from one 
and one-half to three pounds of body proteins. 

During convalescence the symptoms of fatigability and 
muscular weakness are often observed in patients. Ex- 
perimentally when healthy young adults were given a diet 
complete in all elements except protein, there developed 
after 48 hours severe symptoms of lassitude and asthenia 
which were corrected rapidly by the ingestion of protein 
food. Co Tui? and his co-workers have shown by trac- 
ings with the ergograph that the muscular efficiency of 
postoperative patients is directly related to protein 
balance. 


A further serious result of deficient protein intake re- 
lates to the body defense against infection. Normal de- 
fense consists of both natural and acquired immunity. 
The former is manifest through the process of phago- 
cytosis, while the latter is represented by the mechanism 
of antibody formation. These forces working in conjunc- 
tion tend to localize and overwhelm invading organisms. 
Cannon§ states that a prolonged period of protein de- 
ficiency leads eventually to a marked atrophy of the liver, 
spleen, bone marrow and lymphoid tissues, and from 
these tissues most of the phagocytic cells originate. 
Pathogenic bacteria within the body are foreign proteins 
which incite specific antibodies. Cannon further asserts 
that an antibody is but a specifically modified molecule 
of normal globulin, which must be synthesized from 
amino acids present in the food or available in the pro- 
tein reserves. Thus the mechanism of antibody formation 
resides in the blood globulins, particularly the gamma 
fraction. Whipple and his group have shown that the 
fabrication of normal serum globulin is directly depend- 
ent upon diet. Cannon® has demonstrated that in protein 
deficient animals antibody production is but one-eighth 
to one-fifth as great as in those animals on a normal 
diet. 


While severe protein deficiency in urological surgery 
may not be so dramatic nor so frequently encountered as 
in certain other conditions, such as severe trauma, burns 
and gastro-intestinal pathology. nevertheless it is apparent 
from the foregoing that it is an ever present menace that 
should be anticipated and corrected. Any survey of mor- 
tality records in urological surgery will find high on the 
list as the cause of death, sepsis and pulmonary edema 
with terminal pneumonia. It would be of value to know 
what percentage of these deaths were influenced by hypo- 
proteinemia, resulting in visceral edema and a breakdown 
in the body defense against infection. 


ESTIMATION OF PROTEIN DEFICIENCY 


An attempt to evaluate the state of a patient’s protein 
nutrition is difficult, and the evidence of deficiency must 
often be based on deduction rather than observation. No 
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test’ exists which will measure the reserve of body pro- 
teins. The most valuable information is derived from a 
study of nitrogen balance, but since this involves meas- 
urement of all nitrogen excreted, including that in the 
urine, feces, vomitus, wound drainage, etc., it is tedious, 
time consuming and as a routine procedure it is highly 
impractical. 


The most useful laboratory aid in the detection of pro- 
tein deficiency is the determination of the level of the 
blood proteins. Indeed, a low level of plasma protein is 
in itself usually diagnostic of protein deficiency. How- 
ever, when these levels are within normal limits their 
significance may be very misleading, since as previously 
stated, the plasma proteins are maintained at the expense 
of the tissue proteins, and they may at times mask a 
dangerous depletion of the body reserves. Plasma deter- 
minations must also be considered with relation to the pa- 
tient’s total blood volume. During a state of dehydration 
the concentrated blood may yield high protein levels, even 
in the presence of actual hypoproteinemia. 


We have conducted studies on the plasma protein levels 
in 36 consecutive patients who were admitted for prostatic 
surgery. The youngest patient in this series was 57 and 
the eldest was 88, the mean age being 71 years. This was 
a run-of-the-mill group of prostatics with the usual in- 
firmities of senescence, bvt none presented unusual com- 
plications and there were no deaths in the series. The sur- 
vey was conducted to satisfy our minds as to the prac- 
tical value of blood protein studies in an age group that 
should be particularly vulnerable to dietary deficiencies. 
Total blood volumes were determined with the hemato- 
crit. Among these 36 patients only three showed levels 
beneath the accepted standard for low normals. Nine 
other patients gave strong presumptive evidence of de- 
pleted protein reserves, yet their plasma albumin and total 
circulating proteins were normal. , 


These findings are in keeping with the work of Co Tui,’ 
et al, who conducted studies in nitrogen balance on 19 
carefully controlled cases of gastric resection. These pa- 
tients showed a consistent nitrogen deficit, but no corre- 
sponding change in the level of the plasma proteins. One 
should be cautious about placing too great dependence 
upon blood protein determinations alone. Like many 
laboratory procedures, a positive test may be diagnostic 
where a negative test is of little value. 


Nutritional edema is an objective sign of hypopro- 
teinemia, but it occurs only in patients with seriously ad- 
vanced protein depletion. It differs in no essential from 
other types of edema, and cardiac and renal causes must 
be eliminated -before it can be ascribed to protein éx- 
haustion. 


Much information may be obtained from the patient’s 
history that would cause one to suspect actual or im- 
pending protein deficiency. Careful inquiry should be 
made concerning the dietary habits of the individval, the 
length of his illness and the loss of weight before opera- 
tion. The latter is of especial concern. A patient who has 
sustained a marked loss of body substance is almost cer- 
tain to have depleted his reserves of protein. Studley !° 
found that postoperative mortality tends to parallel pre- 
operative weight loss. In studying a group of peptic ulcer 
patients, he found that in those cases where the preopera- 
tive loss had been more than 20 per cent of their normal 
weight there was a postoperative mortality of 30 per 
cent. Also in several of these patients there was wound 
disruption and terminal pneumonia. 


In one of our patients who had lost 45 pounds in 90 
days as the result of an obstructed pyonephrosis the 
plasma albumin had dropped to 2.9 gm. per cent and the 
globulin was normal at 2.0 gm. per cent. This ratio is 
not infrequently seen, and probably reflects a desperate 
attempt on the part of the organism to maintain anti- 
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body formation at a high level in the presence of a viru- 
lent infection. 


TREATMENT OF PROTEIN DEFICIENCY 


The treatment of protein deficiency will be dealt with 
briefly, since it varies with etiology and excellent articles 
on the subject are to be found in the recent literature. 
Throughout this discussion we have had chiefly in mind 
the aged patient who is confronted with surgery of the 
prostate. Many of these individuals are suffering with 
chronic protein deficiency, which relates to a depletion of 
their tissue proteins, rather than acute deficiency wherein 
the plasma proteins have reached low levels. The latter 
condition is fortunately not so frequently encountered in 
urological conditions as in some other surgical diseases, 
notably those requiring gastro-intestinal surgery. How- 
ever, when surgical shock or hemorrhage are responsible 
for rapid losses, acute hypoproteinemia may require 
emergency treatment. 


The best time to treat protein deficiency is before the 
body stores have reached low ebb. Many prostatic pa- 
tients suffer from cardiac, renal or other infirmities 
which make advisable a period of pre-operative prepara- 
tion. This is the time to seek ovt and correct deficiency 
in proteins. The matter ranks in importance with stabili- 
zation of renal function and the correction of dehydra- 
tion, which is intimately related to protein metabolism. 


When patients preparing for surgery have an aversion 
for food, have lost weight and exhibit muscular weak- 
ness, or reveal evidence of liver damage, the surgeon 
should immediately institute measures to increase the 
nitrogen intake regardless of the level of plasma pro- 
teins. Protein foods by mouth should be given in excess 
of the usual gram per kilo formula for daily main- 
tenance. Meats, eggs, milk products, whole grain cereals 
and the protein vegetables are the richest source of the 
essential amino acids. Sufficient carbohydrate for energy 
should be given in order to spare the protein for its more 
essential function. Fats should be reduced to a minimum 
in the interest of the liver. If forced feeding of such 
foods is not tolerated because of anorhexia or gastric 
upsets, the diet may be supplemented with either powdered 
skimmed milk or one of the protein digests. The latter 
are protein rich foods which by hydrolysis have been 
reduced to their constituent amino acids. They are 
palatable and easily assimilated by the system, but when 
they constitute an essential part of the protein intake, 
adequate vitamins must also be supplied. 


When as the result of severe blood loss or surgical 
shock an acute hypoproteinemia develops, the situation 
may become critical. Here the problem confronting the 
surgeon is threefold: to replace the lost blood proteins, 
to raise the colloidal osmotic pressure within the vessels 
and to restore normal bléod volume with suitable fluids. 
Treatment is by the intravenous route and should consist 
of whole blood, blood plasma, plasma albumin and the 
amino acids. 


Considerable divergence of opinion exists as to the rela- 
tive merits of whole blood, plasma and plasma albumin. 
The latter is now available commercially and will prob- 
ably be in demand, since it exerts five times more pull 
upon the tissue fluids than does plasma. It is claimed that 
20 cc. of a 25 per cent solution of albumin will pull 
three and one-half times its volume into the blood vessels 
within fifteen minutes. The high cost of both plasma and 
albumin is an objection to their prolonged use. Blood 
plasma, while life saving in emergencies, is a poor source 
of protein nutrition, since two infusions of 500 cc. daily 
yields only 35 grams of serum protein, an amount far 
below minimum requirements. Karl Meyer!! found a 
combination of whole blood and amino acids best suited 
to the treatment of acute deficiencies, notwithstanding 
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the fact that the addition of blood cells, temporarily at 
least, increases hemoconcentration. 


Amino acids may be added to the usual infusions of 
dextrose. When slowly given the body can assimilate 
from 10 to 20 grams of protein per hour by this route. 
The production of pure amino acids in crystaline form 
marks a great advance in protein therapy, since they 
are non-toxic and they are adequate as the sole source of 
nitrogen in human nutrition. 


When as the result of shock and acute hypoprotein- 
emia the intravascular osmotic pressure is reduced, fluids 
by the intravenous route should not be given indiscrimi- 
nately, since over-hydration may induce pulmonary edema. 
Restoration of blood volume can be determined with the 
hematocrit, but the most convincing evidence that the 
blood proteins are replenished and a satisfactory circula- 
tion established is to be observed when the patient is 
again secreting urine in normal volume and concentration. 


Over the past year we have used protein digests 
liberally as a supplement to a high protein, high carbo- 
hydrate and low fat diet. All elderly patients being pre- 
pared for surgery who have shown evidence of protein 
malnutrition have been given from 50 to 70 grams of 
protein hydrolysates by mouth daily, and this dosage has 
been continued throughout the postoperative period and 
until the patient has regained body strength and vigor. 
We have yet to find an individual who has refused the 
amino acids in this form, even during periods when suffi- 
cient water has been difficult to administer. 


While there is no means of accurately calibrating the 
effects of such enforced protein intake, we are definitely 
convinced that the results are most worthwhile. Patients 
withstand operation in better condition and the postopera- 
tive period of starvation is practically eliminated. Lassi- 
tude and muscular weakness are not so commonly ob- 
served, and patients are able to leave their beds and re- 
sume their usval physical activities in a much shorter 
period of time. 


SUMMARY 


Food means life. Many elderly patients requiring sur- 
gery are grossly ill-nourished. Regressive senile changes 
have so lowered the threshold of physiologic activity that 
the system is at times incapable of synthesizing the essen- 
tial protein needs from the food ingested. Surgical pro- 
cedures depress still further a sluggish metabolism and 
lay waste to already impoverished stores of tissue pro- 
teins. : 


Means are available for evaluating protein require- 
ments and for supplying emergency deficiencies. If the 
surgeon will but apply this knowledge in his care of the 
aged individual, not only will the latitude of operability 
be enhanced, but the patient will be carried through the 
ordeal of surgery in greater comfort and with an appre- 
ciably lessened period of morbidity. 

710 Medico-Dental Building. 
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ACUTE PULMONARY EDEMA* 


REPORT OF CASE 


Cuas. J. Bernacu, M.D. 
Santa Barbara 


A* yet the exact nature of all the physiological 
processes producing acute pulmonary edema are not 
known. Cardiac failure seems to be the most prominent 
immediate cause. Edema may be initiated by diseases of 
the central nervous system, angioneurotic edema, or by 
infectous or toxic conditions. There seems to be a factor 
associated with distention of abdominal organs or dis- 
turbance of the pressure of abdominal contents. Pul- 
monary edema has been reported during and following 
delivery and the author has seen one case with fatal ter- 
mination occurring thirty minutes post-partum, in addi- 
tion to the case to be reported. 

The edema fluid is a transudate into the alveoli which 
causes anoxemia and leads to the clinical signs of 
cyanosis, tachycardia and shock. Rales are heard on 
examination. The rapidity of the process and the prompt- 
ness of the diagnosis and treatment usually determines 
the ultimate outcome. 

Treatment consists of removing the fluid and prevent- 
ing its formation. Fluid is best removed by intratracheal 
suction or suction through a bronchoscope. Preventing 
the formation of more edema may not be possible but if 
the edema is diagnosed early, there are two of three 
means which may be used. The first is to increase the 
osmotic pressure by the use of 50 per cent glucose intra- 
venously. If the edema is due to cardiac failure, this 
method should not be used since it increases the circulat- 
ing volume. Instead, the second method of venesection 
which reduces the circulating volume should be used. 
The third method of pesitive pressure with 100 per cent 
oxygen should be applied in all cases. Atropine is of 
questionable value since the fluid is a transudate. 

The following is a case of pulmonary edema occurring 
during anesthesia and surgery and ending fatally. 


REPORT OF CASE 


The patient was a female 58 years old who had had a 
radical mastectomy for grade two carcinoma in March, 
1939, under nitrous-oxide and ether anesthesia with an un- 
eventful course. In June, 1943, a right simple mastectomy 
was performed for chronic cystic mastitis. In the history 
at that time it was stated that there were systolic and 
diastolic murmurs with some dyspnea on exertion. In 
July, 1943, the patient was again admitted with a diag- 
nosis of acute pancreatitis but was dismissed two weeks 
later as improved. Three days later she was again ad- 
mitted with a diagnosis of pancreatitis with cholecystitis 
and cholelithiasis. Cholecystectomy and exploration of the 
common duct was performed during two hours and five 
minutes of cyclopropane and ether anesthesia. The patient 
had a stormy convalescence and was discharged on 
August 27, 1943. On October 17, 1944, she was admitted 
for repair of a post-operative ventral hernia. At this time 
she weighed 155 pounds and was five feet three inches 
tall. The blood pressure was 150 over 90 and other find- 
ings were recorded as essentially normal. There was no 
chest x-ray. Nembutal, grains one and one-half was given 
two hours, preoperative. Morphine sulphate, grain one-quar- 
ter and atropine sulphate grain one one hundred and fiftieth 
were given three-quarters hour preoperative. The blood 
pressure immediately preoperative was 120 over 70, pulse 
was 98 and respirations 26. Anesthesia was induced with 
cyclopropane and maintained with cyclopropane and ether. 
The hernia was very large and an area of skin 25 by 9.5 
centimeters was excised. Great difficulty was encountered 
in pulling the fascial edges together. After one hour of 
anesthesia 800 cc. of plasma was started and 35 minutes 
later 1,000 cc. of 10 per cent glucose in saline was started. 
Blood pressure remained at about 100 over 70 and the 
pulse at 80 and respirations at 20. Two hours after 
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anesthesia was induced respirations rose to 24, and five 
minutes later they were 30. Blood pressure and pulse 
rate remained the same. The closure of the upper end of 
the incision was being finished at this time. Two hours 
and fifteen minutes after anesthesia was induced slight 
cyanosis was noted and respiratory exchange was defi- 
nitely reduced. There had been no obstruction. Rales were 
heard over the chest. Seven hundred cc. of the glucose 
had been given and this was discontinued. The patient 
was intubated and much yellow frothy material was ob- 
tained. One hundred per cent oxygen under positive pres- 
sure was administered but very little oxygen could be 
forced into the lungs. The blood pressure rapidly fell to 
zero and two hours and thirty minutes after induction of 
anesthesia, no heart tones could be heard. An autopsy 
was not obtained. 


COMMENT 


There are several factors responsible for this case of 
pulmonary edema. There may be other unknown factors. 
The previous mastectomies probably reduced chest ex- 
pansion and the increase of abdominal pressure on the 
diaphragm from the herniorrhaphy probably produced 
some anoxemia. This anoxemia could have weakened a 
heart which possibly did not have good function. This 
plus the increase of circulating volume from the plasma 
and glucose must have produced an acute cardiac failure 
with pulmonary edema following. This rapid and over- 
whelming edema prevented satisfactory treatment. 


SUMMARY 


A short discussion of acute pulmonary edema is given 


and a case occurring during anesthesia is presented. 
3326 Calle Noguerra. 


NEUROSES 


THEIR EXPRESSION IN MILITARY AND CIVILIAN LIFE 


Lr. Cor. Mivton L. MILLER 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


Los Angeles 


oo power and destructiveness of man’s emotions has 
never been more clearly demonstrated than in the re- 
cent war. The question of whether or not man can learn 
to control his own emotions, as well as a growing aware- 
ness of the cost to civilization of the increasing trend 
toward neuroses, has stimulated general interest in the 
subject of psychiatry. The following article is intended 
to discuss some fundamentals of dynamic concepts of 
the neuroses. 

In the process of growing up, we have all made some 
sort ef compromise peace with the world and with our 
emotions. We have learned to reach maturity because we 
were forced to give up infantile traits in order to be ac- 
cepted bv our families and by our cultural group—by 
society. But each person clings unconsciously to a num- 
ber of infantile characteristics or ways of expressing 
emotion which are based on methods of solving life’s 
problems utilized during earliest years. 

The body, mind, and emotions, compose one unit, one 
personality, which functions in ways that are more primi- 
tive than we ordinarily realize. Every “normal” person 
has certain conflicting traits which struggle for the upper 
hand and which may in their struggle cause various 
nervous symptoms. Maturity and infantilisms clash in the 
depths of human nature. Nevrotic persons are those 
whose nervous symptoms are present to a sufficient de- 
gree to be markedly noticeable, and a handicap. Yet the 
neurotic person may be perfectly well adjusted to certain 
phases of his life and just like everybody else in many 
respects. He may be unduly tense, anxious and irritable; 
he may make a career of hypochondria and nervous ills; 
or he may be afraid to leave the confines of his own 
street or neighborhood, although: he may act quite 
normally in other respects. Such persons are then termed 
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“neurotic” or “psychoneurotic,” and their symptoms may 
be quite severe, or mild enough to interfere very little 
in ordinary civilian life. 


Civilians have numerous opportunities to manipulate 
their environment and therefore can handle their emo- 
tional life more easily than those in service. They are 
able to alter their situations rather than change their 
personalities. They have some degree of free choice re- 
garding work, locale, companionship, etc., and they may 
express temporary dissatisfactions by outbreaks of ill 
humor, or withdrawal from participation in events, and 
seek relief in hobbies and recreations. Soldiers are not 
free to do these things to any great extent. The civilian 
is allowed to indulge himself much more; if he is slightly 
“whacky” his friends do not mind; a phobia regarding 
guns or water will not bother him too much; all his 
peculiarities are accepted if he is a good fellow. For 
many civilians, of course, poverty, illness and domestic 
tragedies present problems as severe as the problems of 
the soldier, but these same misfortunes also add to the 
soldier’s burdens, very often. In the army many outlets 
are inaccessible. For some, ambition may find a vent, and 
abilities and talents may be utilized to a high degree, but 
the majority of soldiers must remain anonymous, and 
must grimly dig in and fight. Among civilians a certain 
amount of defiance of authority may even be an aid in 
forging ahead and furthering a career—in the army re- 
belliousness against authority is likely to cause severe 
trouble. Therefore it is no surprise that civilians who 
“handle” their neurotic trends—and everyone has a few— 
find it much harder to adjust the more neurotic sides of 
their personalities to army life. Latent difficulties come 
to the fore, in the course of time—when a man is in 
service. 


SERVICE REJECTIONS IN RELATION TO NEUROPSYCHIATRIC 
BACKGROUNDS 


‘From January 1, 1942, throvgh June 30, 1945, almost 
1,750,000 men were rejected for military service because 
of neuropsychiatric reasons, the majority because of the 
presence of a neurosis.\,During the same period there 
were 1,000,000 hospital admissions for neuropsychiatric 
disorders, while 327,000 were discharged from the army 
during this time because of such disorders. What is a 
neurosis? How and why does it occur? Can it be cured? 
How serious an illness is it? 


ey 


A person with a neurosis, if it is not too severe, can 
perform most of the essential tasks of daily living satis- 
factorily ; he may be, and often is, a very intelligent and 
gifted person; but somewhere in his emotional makeup 
there is a persistent conflict which decreases his capacity 
for functioning adequately in life and produces symptoms. 
He may have certain fears that do not quite make sense, 
for instance he may be desperately afraid of high places 
and never be able to go up beyond the third or fourth 
floor of a city building; he may have a fear of crowds, 
or such an undue terror of certain diseases that no 
medical reassurance will put him at ease. He may become 
enraged over trifles, and alternate between periods of 
good resolutions and marked irritability, or suffer from 
marked overactivity of the sympathetic system. Some 
people are unable to eat in the presence of others, and 
are greatly limited in their social and even business ac- 
tivities because of this. Others feel impelled to think in 
odd ways—having to count, to go into the derivations of 
all words, or to reverse all decisions—and some feel 
compelled to go through elaborate rituals and cere- 
monials, for instance they cannot go to sleep at night 
unless everything is in a special place—shoes in a pre- 
cise position under the bed, everything arranged just so, 
so that hours are spent preparing to sleep..T'o some de- 
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gree, mild neurotic traits are almost universal. Irrational 
fears bother most people at some time or other, particu- 
larly in childhood—for instance fear of dark rooms, and 
ghosts. Compulsions of a mild sort are also fairly uni- 
versal—many housewives are apt to become fanatical 
about scratches or dust on furniture, and men are per- 
haps equally fussy about certain routines connected with 
their businesses. There is a common group of milder 
character neuroses: inexplicable moods, feelings of fail- 
ure, marital difficulties and feelings of insecurity make up 
what might be called a typical “modern” neurosis. 


7 7 ~~ 


One interesting category of neurotics encompasses 
those people who complain of very few conscious fears 
and seem to have a free, zestful attitude toward life— 
but who have a tendency to “act out” their neurotic 
drives, and live according to a certain fateful need to re- 
peat the curious pattern that always gets them into diffi- 
culties. These are the people who seem to live in a series 
of emotional peaks and depths, they have tragic love 
affairs, or their business successes and failures occur on 
a spectacular scale—or they may live for intense friend- 
ships which, time after time, end in disillusionment. 
“Great lovers,” some criminals, rebels, eccentrics, and 
many gifted “originals” fall into this category. Women 
who fall in love only with men who are indifferent to 
them, or already married, business men who always place 
their trust in someone who is bound to defraud them, 
persons who crave excessive excitement and danger for 
its own sake, and those whose path always seems to turn 
instinctively in the direction of eventual personal disaster, 
are of this sort—as are those with insurmountable 
wanderlust, the hermits and recluses, and individuals con- 
stantly impelled to seek notoriety. A character neurosis 
is the name given to this type of neurosis. It may not 
interfere with artistic ability, inventive genius, talents or 
personal charm—but the -character neurosis, or “fate 
neurosis” as it is called, is a warning signal to those who 
come in contact with the individual whose strange life 
pattern will tend to repeat itself, despite any vows to the 
contrary. In the army, most persons suffering from a 
definite character neurosis get into difficulties rapidly 
and are called “psychopathic personalities.” 


As has been stated, all types of neurosis, except a cer- 
tain few, are dealt with more easily in civilian life, espe- 
cially when the neurotic person can afford to direct his 
life as he wishes. In the army, where there is more 
frustration and regimentation, and where life’s purpose is 
the grim one of warfare, a great many milder character 
neuroses which would be no great handicap and certainly 
no disgrace in civilian life, become almost crippling to 
the soldier; especially after years of service, his neurosis 
may tend to increase, necessitating his discharge. This is 
no sign of a permanently hopeless condition. Every nor- 
mal individual has some degree of neurotic traits—and 
neurosis is entirely different from psychosis or insanity. 


CONCERNING THE EXACT NATURE OF A NEUROSIS” 


What is the exact nature of a neurosis? Certain char- 
acteristics of all neuroses should be known by everyone: 


(1) A neurosis is based upon a conflict. This conflict 
is not of the conscious sort which one can easily discuss 
and solve, by pure reason. It is an emotional conflict, and 
its extent and exact nature are sensed dimly, but not 
clearly understood by the individual concerned. For ex- 
ample, an aviation cadet who unconsciously is somewhat 
afraid to fly and has a hidden impulse to give up his fly- 
ing training, but who is very ambitious and wants. to 
prove to his friends and family that he can win his wings 
—has a conflict about flying and does not admit he. has 
this conflict-it is an unconscious conflict. He does’ not 
admit he fears to fly at all. Instead he: has headaches, 
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perhaps, and some nausea whenever he goes up in the air 
—or.at night he has insomnia. 

(2) The neurosis affords both gratification and punish- 
ment. The nervous invalid, retreating from life and re- 
nouncing most of its joys but at the same time being 
supported by the family and making them miserable, is a 
familiar example to every physician. Analysis of the 
neuroses usually reveals strongly repressed tendencies un- 
acceptable to the individual’s conscience. Renunciation of 
some of the gratifications of normal life, giving in to the 
conscience, and being punished, represent an unsuccessful 
handling of the conflicts, but at the same time the indi- 
vidual may get some satisfaction out of dominating his 
family through his neurosis. 

(3) The neurosis is characterized by an attempt to 
solve a present emotional problem by an earlier, more 
immature method. It fails to solve problems in an adult 
fashion. In the case of the cadet with nervous headaches, 
he is grounded and is taken care of medically, absolving 
him from the responsibilities of further flying training. 
In the case of the neurotic alcoholic, there is a search 
for escape from adult responsibilities into the childishly 
blissful state of being “tight,” and the dependence on 
others, even to the extent of inability to walk or talk 
sensibly, that comes with inebriation. Even in neurotic 
criminality the childish element is present in the complete 
avoidance of adult responsibility, and “taking by force,” 
as a child tries to help itself to things. Neurotic attacks 
of rage, too, are a “giving way” of adult control; and 
sexual perversions are a return to the primitive impulses 
of the immature. 


(4) The repetitive nature of the neurotic act stands 
out clearly during psychiatric consultations, although in 
the stress of daily living the tendency to repeat is rarely 
observed by individuals concerned. It is commonly stated 
that married couples who cannot get along together often 
choose the same sort of mate the next time, too. Neurotic 
difficulties or illnesses tend to come back over and over, 
and neurotic fears that disappear are apt to return in a 
new form. Most of the core of the neurosis is formed 
in life’s earliest years; to a great extent scenes and 
people throughout later life are accepted, in one’s emo- 
tional life, as analogous to those of the past. Competition 
with brothers, or sisters, and ambivalence toward parents 
in early life, are a pattern that is unconsciously repeated, 
for instance, in most of our lives. Often a dominant 
emotion of envy or competition in earliest childhood be- 
comes a lodestar that guides and dominates all of life’s 
later directions; competition with one person—ostensibly 
forgotten—later takes the form of a “divine discontent” 
and a lifelong drive toward achievement; the individual 
who is so driven cannot rest, but strives for success, 
never feeling satisfied; and he never realizes that it is an 
early competition (with a brother, or father, perhaps) 
that still leads him on. If difficulties befall the object 
against whom all this competition is unconsciously di- 
rected, then there may be a strong sense of guilt, in- 
stead of the competitive drive; instead of being smitten 
with unquenchable ambition, we now have a person who 
must suffer defeat, who cannot bear to win, because he 
carried with him a secret sense of guilt. Since all neu- 
rotic drives are repetitive in nature, the neurosis of an 
adult reflects the neurotic trends of an individual’s earlier 
childhood, and the neurosis of the soldier likewise mir- 
rors, to some degree, the difficulties of the same person in 
civilian life. 

(5) One further characteristic of neuroses: since sex- 
uality is one of the basic human drives, and since a 
severe neurosis cuts clear across the personality, affect- 
ing all basic urges, there are apt to be sexual difficulties 
such as impotence or frigidity present wherever there is 
severe neurosis, even though the person concerned does 
mended that he be given an opportunity to fly a different 
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type of plane, after that—he did so successfully 

not readily admit this to be the case. The neurosis pre- 
vents the individual from making a mature sexual adjust- 
ment. In mild neuroses, the disturbances in the sexual life 
may take the form of guilty feelings or immature attitudes 
toward having children—or may be connected with alco- 
holism or promiscuity. 

7 7 ¥ 


The growth of a neurosis is usually gradual. Life in 
our day has its hardships and many neuroses become 
much worse when the time comes to accept the responsi- 
bilities of earning a living, marrying, and raising a fam- 
ily. To some, army life for a time offers an escape from 
civilian responsibilities, although it soon brings frustra- 
tions and restrictions of its own. In treating men in serv- 
ice psychiatrically, several things have to be borne in 
mind; their early background, their civilian experience, 
their army experience, and the situation in. which the 
complaints came to the surface. Sometimes a temporary 
change in the external situation is all that is required to 
give adequate relief to an acute flare-up of nevrotic 
difficulty. 

The best “cure” for a neurosis is insight into the emo- 
tional conflict which is at the root of the disturbance, and 
understanding of how the specific emotional conflict 
evolved, in a given individual’s personal history—and then 
an intelligent approach to the conflict with a practical 
attempt to solve it. 


TYPES AND SYMPTOMS OF NEUROSIS 


Under the general heading of Neuroses, the types and 
symptoms most frequently seen are these: 

Hysteria, For example, the pilot of a fast new type of 
fighter plane was sent for a consultation because he was 
unable to swallow and had a perpetual muscular constric- 
tion of the throat. Nothing was found physically wrong. 
Just before this difficulty arose, he had witnessed the 
death of his best friend in the same special fast type of 
plane he flew himself, and then he had the difficult task 
of conveying the body of his friend to the boy’s parents. 
After this, his throat felt constricted, he could not 
swallow. This type of symptom is known as a hysterical 
symptom, in this case globus hystericus. All of his emo- 
tion was tied up in the one symptom. He talked about his 
visit to the parents of his lost buddy, and said that the 
parents of the dead boy had wanted to adopt him as 
their son since he had no family of his own. Now, talk- 
ing to the psychiatrist, he began to realize for the first 
time that he really had a severe conflict between his de- 
sire to stay with this elderly couple as their son and the 
necessity to go back to his dangerous career. He had 
unconsciously begun to identify himself with the dead 
son, and felt that a similar fate was awaiting him. 
He felt especially guilty because the night before the 
accident both boys had been drinking together, in defiance 
of rules. Instead of being able to accept food from the 
dead boy’s parents, he found his throat bothered him and 
he could not eat. The constriction in his throat worried 
him and he forgot all these other emotions connected 
with his friend’s accident, the grieved parents, etc., so 
great was his anxiety about his own inability to swallow. 
This illness prevented his continuing to fly. In this case, 
the emotional conflict was really between his repressed 
wish to cease to fly, the urge to live with his friend’s 
parents and be taken care of by them—and his conscience 
and self-respect, which required him to continue as a 
fighter pilot. 

Competitive feelings toward the dead comrade, and 
anxiety about meeting a similar fate, and many other 
conflictful feelings were all shunted off into a muscular 
tension which resulted in the constriction of the patient’s 
throat. Relief from this symptom was obtained with in- 
sight into its entire emotional setting. It was recom- 
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In this case the function of innervation of the throat 
muscles was distorted by the conflicts—the energy con- 
nected with the conflicts became converted into the symp- 
tom. There is nothing wrong physically, in many such 
hysterical cases, and yet the limb, voice, eye, or some 
other part of the body which could hitherto be moved 
voluntarily, ceases to function. 


All sorts of strong and unpleasant emotions, such as 
anxiety, hostility, and guilt, may be forgotten and bound 
up in muscular tension, rather than remembered con- 
sciously. Thus a hysterical symptom is created. 


In the services such cases are seen fairly frequently. 
Following an injury to a foot, hand or arm, when heal- 
ing has taken place slowly, the limb may continue to be 
painful and circulation poor—and one more soldier is 
apparently incapacitated, although there is actually no 
physical finding any longer. Such cases have often been 
found to be of hysterical nature, although originally the 
injury was actual. 

7 7 7 


Another manifestation of neurosis commonly seen in 
civilian and military life is the phobia. This is a reaction 
of disproportionately great fear to sitvations which need 
not be inherently very dangerous. For example, a re- 
turned veteran who had been a gunner, began to break 
out into sweats and to tremble when riding in elevators 
or other enclosed places. Even in a moving picture the- 
ater he grew panicky. He could recall no past fears of 
this sort. Not until he was interviewed by the psychiatrist 
did he see. any connection between his fear of enclosed 
spaces and the fact that his worst moment in combat had 
been when his own plane was shot up and he was trapped 
in the ball-turret, unable to get out. He managed to 
wrench himself free and to parachute down to earth. 
That entire incident was too painful to remember, except 
under treatment—and yet it was necessary for him to re- 
call the emotions bound up with it, and to learn to dis- 
criminate between the previous fearful situation and his 
present safe one, in order to free himself of the phobia. 


In many cases of phobia, the sufferer develops certain 
rituals or he feels that special circumstances are neces- 
sary to relieve him from his fears. He may have a water 
phobia, and yet be able to swim if a friend accompanies 
him. A person suffering from claustrophobia may be able 
to enter elevators if his wife is with him; a talisman 
which is carried along protects many people from their 
particular fears. If nothing is done about a phobia, it has 
a tendency to spread. The person who fears elevators, 
begins to fear more and more places that seem closed-in. 
His personal life grows increasingly restricted, once he 
allows himself to look. around for things to fear. Yet if 
the emotional conflict hidden behind a phobia is under- 
stood, the actual fear may often be relieved. In young 
children phobias are particularly common; their inception 
occurs just when the youngster has reached some emo- 
tional impasse, perhaps unknown even to himself. Among 
adults, fear of being run over, being infected, fear of 
water, of high places, fire, enclosed spaces, wide places, 
and of various sorts of animals or snakes, etc., are 
common phobias and may be of such slight proportion 
that the person is scarcely bothered by such fears at all. 
It is only when they become so strong as to cripple nor- 
mal living that the sufferer usually seeks aid. 


7 7 7 


Inhibitions occur more in civilian life than in the army, 
as those with extremely inhibited characters usually are 
not taken into the armed services. Some inhibitions are 
directly related to phobias—such as inability to tolerate 
high places, cross bodies of water, etc. Certain very mild 
inhibitions occur in practically everyone: Inability to 
sing, to do mathematical problems, to cook, sew or en- 
gage in competitive sports, or to speak in public, charac- 
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* terize many of the people one meets. Some inhibitions, 


seemingly unimportant, may hinder the course of one’s 
life. Many college students who are apparently brilliant 
and have retentive memories simply cannot study for 
examinations; so serious may this inability to study be, 
that professional careers have to be given up. Or a young 
man may be a keen disappointment to his family because 
he cannot stand helping his father and learning his 
father’s business. This is a “work inhibition” and is 
founded on a deep conflict in regard to the emotional 
aspects of the entire situation. A conflict of this sort is 
not clearcut and obvious. On the surface he may be am- 
bitious and may be fond of his father, and feel “There 
is nothing I want more than to please my father by be- 
coming his assistant. But I cannot stand this type of 
business.” If the matter were explored in detail, all sorts 
of conflicts would be brought to light, in relation to the 
father, the business, and the total situation. 

Socially inhibited people never enjoy social gatherings 
and may have headaches or be bathed in sweat at some 
of the simplest social functions. They may present a shy, 
wallflower aspect, or may attempt to hide discomfort by 
garrulous talking and exaggerated liveliness. Most people 
at various times feel a certain amount of reluctance to 
joining social groups—bvt only neurotic individuals feel 
perpetually averse to companionship. 

Inhibitions of any of the normal and necessary activi- 
ties of life may occur, and they usually mask an extreme 
conflict about all that particular function represents to a 
given individual. This conflict is usually one that the in- 
dividual never has faced; it is unconscious, and originated 
in childhood. For example, some attractive young girls 
never have dates because they somehow antagonize men. 
They try to make themselves attractive, and yet they are 
inhibited in their femininity. They may be exceedingly 
sarcastic, with men—or very, very critical of their male 
companions, finding no one who lives up to their ideals. 
Behind these externalities, it is their emotional coldness 
toward men that controls their inability to attract suitors. 
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Compulsion neuroses, when fully developed, may re- 
quire prolonged treatment for relief. Occasionally they 
may consist of compulsive ceremonials, washing rituals 
for instance, or a compulsion to doubt everything and 
inability to come to any decisions, compulsion to commit 
repetitive acts of atonement—or a constant feeling that 
“unless I do so-and-so, great harm will come to someone 
I love.” There comes to mind a patient, a chemist, who 
had to go back to his laboratory to recheck every experi- 
ment. Sometimes he would awaken in the middle of the 
night and go back to perform simple tests over again, 
convinced that otherwise some terrible mistakes he had 
made would result in the deaths of many persons. 


7 Cs 


Depression is a category of neurosis frequently seen. 
In severe cases of depression there is retardation of 
movement, sleeplessness, refusal of food, strong self-de- 
structive or suicidal tendencies, and, in the psychotic de- 
pressions, even hallucinations and delusions. But mild 
forms of depressions are the most common, and do not 
differ from a “fit of the blves.” An unrecognized com- 
ponent of every depression, even a mild one, is usually a 
guilty feeling which in turn is due to some latent hos- 
tility which is not freely expressed because it would be 
directed against someone toward whom respect, love or 
obedience is due. During mourning, very often, depression 
is prolonged and unusually severe where there has been 
conflict about the beloved person. The prolonged de- 
pressive reactions of soldiers to the death of comrades 
are usually associated with profound conflicts. There may 
have been intense competition with comrades, for success 
in various ways, for promotions—for military achieve- 
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ments—for mere survival. After the death or injury to a ° 


comrade, feelings of guilt and heavy depressions are al- 
most a universal reaction, even though the soldier may 
try to stifle his emotion by heavy drinking, silence and 
brooding, or an outer air of imperviousness. When feel- 
ings of guilt are brought to the surface and recognized 
as universal—and their basis is seen to lie in the mixture 
of aggression, competitive urges, and positive feelings, 
which it is the way of human nature to react—“talking 
it out” does a great deal of good. But usvally the de- 
pressed person is averse to talking or thinking very much 
about the “load” he bears, and avoids the prospect of 
going into the details of his complicated feelings. The 
family should not urge or prod him. Depressions tend 
to wear away, if they aré not too severe. However, de- 
pressed people are likely ‘to harm themselves at least in 
a negative way by not looking out for their own welfare 
—not taking sufficient care against accidents, for instance. 
Alcoholism may grow out of a depression; that, too, is 
self-destructive in essence, although it provides temporary 
release. 
7 7 7 


Anxiety States—Some degree of anxiety is present in 
almost all neuroses. Particularly in wartime, anxiety was 
reactivated not only in the soldier but also in the civilian, 
who lived in a world where nightmarish human fantasies 
were daily being realized. Neurotic anxiety is different 
from normal fear in that it persists chronically, after 
the immediate source of normal fear is no longer pres- 
ent. The human organism cannot tolerate anxiety for long 
without developing various symptoms, as defenses against 
it. 


Anxiety reactions shown by a great many veterans 
upon their return from overseas were characterized by: 
restlessness, tenseness, tremulousness of the hands and 
face, irritability, depression and feelings of guilt, various 
degrees of insomnia, physical fatigue, continued preoccu- 
pation with battle experiences, startle reactions, and 
battle dreams. Excessive drinking as an attempt to re- 
lieve anxiety was common; and the need for finding 
sexual outlets was intensified by the anxiety of some of 
these individuals. In the majority, these symptoms tended 
to die down spontaneously if stabilizing factors were 
present in the home environment. 


The anxiety reactions of veterans, known as opera- 
tional fatigue, are based on three causative factors: (1) 
Hardships, excessive combat experiences, and unvsually 
harrowing events which no normal personality could 
tolerate. (2) Predisposition—usually in the form of a 
previously well-hidden psychoneurosis which emerged in 
combat because the young man’s former methods of deal- 
ing with anxiety in civilian life or training proved inade- 
quate under fighting conditions. (3) Reaction to trau- 
matic events in combat to which the soldier was spe- 
cifically vulnerable, emotionally. 


In addition to these cases of operational fatigue, there 
are many cases among veterans in which the frustrations 
and discipline of army life created anxiety states, entirely 
apart from combat experience. 


7 7 7 


Psychosomatic Symptoms—The incidence of physical 
illness of emotional, or nervous, origin, has been on the 
increase since the beginning of World War II. Func- 
tional gastro-intestinal symptoms, functional headache, 
and cardiovascular syndromes were frequently seen dur- 
ing military service. Research has been conducted in the 
psychological factors in asthma, hypertension, peptic 
ulcer, skin diseases, endocrine functions, etc., and has 
produced a stimulating and challenging body of litera- 
ture, in the past fifteen years. 

Chronic unrelieved emotional tensions produce psycho- 
somatic illness. Such a disease is not a short-circuit 
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visceral expression of an emotion, but is often a normal 
physiological concomitant of an emotional state that is 
chronically prolonged. Hysterical symptoms are con- 
version symptoms. An unbearable acute emotional con- 
flict is rendered innocuous in hysterical states as in the 
case of globus hytericus described earlier in this paper. 
The chronic psychosomatic illness differs from the 
hysterical symptom, in that it deals with chronic unre- 
solved emotional states which, in time, affect the body’s 
functioning, through the sympathetic nervous system. 


For example, one patient was interviewed psychiatri- 
cally, in the army, because he suffered from severe urti- 
caria, as well as fatigue and restlessness which incapaci- 
tated him for duty, much of the time. Adrenalin pro- 
duced mild and temporary relief, and was the only drug 
that helped his urticaria. It was found that his urticaria 
attacks occurred for the first time when he heard that 
his wife was neglecting their children and going out with 
other men, while he was away in the army. He obtained 
an emergency furlough and went home to investigate, 
but on the way he “swelled up like a balloon,” and all 
he could do when he reached home was to go to bed and 
stay there for the entire furlough. His wife and children 
came to live with him, near his army post, but he con- 
tinued to worry, because although he got on well with his 
wife when they were together, he felt he could not trust 
her any more, should they be separated. At the time he 
was sent for psychiatric consultation, his wife was preg- 
nant again. It was pointed out to him that ever since the 
episode with his wife, his greatest fear had been that she 
would leave him. He was surprised when he was told he 
was still very angry at his wife and at the same time 
afraid of losing her. He thought all this over, and a few 
days later, he came back very much relaxed, with no more 
urticaria. His fundamental need to be dependent had been 
threatened. He had not cared to express his rage, for fear 
of antagonizing the person he was dependent upon, his 
wife. He had never dared to express rage, and for as 
long as he could remember, he had never cried. Now his 
temporary dependence upon the therapist helped him over 
the difficulties of readjustment to his wife. This patient 
was typical of a good many whose main problem centered 
at home, even though he was in the army; his symptoms 
tended to prevent or postpone his being sent overseas, 
although he was too conscientious to “goldbrick” con- 
sciously. 


The physiological side of such cases as these present 
fascinating research problems. As psychiatric exploration 
continues, parallel with medical research, the entire field 
of psychosomatic medicine promises to be one of the 
most interesting branches of modern medicine. 


SUMMARY 


Varieties of neurotic difficulties have been described. 
So far as symptomatalogy goes, there is fundamentally 
no difference between the neuroses of civilians and sol- 
diers. The conflict situation, whether of recent origin as 
in the war neuroses, or of chronic history, cannot be 
thoroughly dealt with until it is first made consciovs. 
The adaptation of the neurotic to reality is handicapped 
by his emotional status. He is forced by his neurosis to 
adapt’ himself to the world as the victims were adapted 
to the bed of Procrustes in the Greek myth. 

2039 Midvale Street. 
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CHANGES IN MEMBERSHIP 
New Members (39) 


Alameda County (4) 
Burt, Frederick J., Oakland 
Challen, Alice A., Alameda 
Uyeyama, Hajime, Berkeley 
Wiesenfeld, I. H., Oakland 
Fresno County (1) 
Geschke, A. E., Fresno 
Humboldt County (1) 
Spetz, Marseille, Eureka 
Kern County (2) 


Craig, William A., Oildale 
Horswill, H. L., Mojave 


Kings County (1) 
Moles, Robert G., Hanford 


Los Angeles County (5) 


Collen, George W., Los Angeles 
Elliott, H. Manning, Los Angeles 
Gaspar, John Lambert, Los Angeles 
Ito, Paul K., Los Angeles 
Montgomery, R. R., Los Angeles 


Napa County (1) 
Brown, Charles W., St. Helena 
Placer-Nevada-Sierra County (1) 

Lynch, William J., Colfax 

Riverside County (1) 
Potter, James E., Palm Springs 

Sacramento County (1) 
Craig, John F., Sacramento 

San Diego County (4) 
Isenhour, Roger C., San Diego 
Maghy, Charles, San Diego 
McLean, R. K., San Diego 
Turner, Raymond G., San Diego 

San Francisco County (11) 


Antonini, Charles John, San Francisco 

Bonfilio, Nicholas David, San Francisco 
Eichwald, Max, San Francisco 

Forcade, William Porter, San Francisco 
Franzi, Antonio J., San Francisco 


7 For roster of officers of component county medical 
societies; see page 4 in front advertising section. 


A.M.A. Session 


American Medical Association will hold its an- 
nual session this year in San Francisco. Dates: 
Monday, July 1 - Friday, July 5, 1946. 
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Michelson, Robin Paul, San Francisco 
Morrow, Grant, San Francisco 
Smith, Joseph G., San Francisco 
Thompson, James Harwood, San Francisco 
Thompson, Robert Philip, San -Francisco 
Young, Albert, San Francisco 
Santa Barbara County (1) 
Russell, William O., Santa Barbara 
Santa Clara County (1) 
Gallaher, John A., Palo Alto 
Solano County (1) 
Yost, Ralph E., Vallejo 
Stanislaus County (1) 
Collins, James W., Turlock 
Yolo County (1) 
Crampton, Alexander B., Woodland 
Yuba-Sutter-Colusa County (1) 
Vasquez, William J., Marysville 
Transfers (12) 


Chesbro, Wayne P., from Santa Clara County to 
Alameda County 

Fay, Jewel, from San Francisco County to Alameda 
County 

Healey, E., from San Francisco County to Marin 
County 

Helsley, Gordon, from San Francisco County to Inyo- 
Mono County 

Hollingsworth, Parker, 
Yolo County 

Holm, Bernard S., from Lassen-Plumas-Modoc County 
to Contra Costa County 

Huston, J. M., from Contra Costa County to Alameda 
County 

Iseminger, Sidney W., from Sacramento County to 
Kern County 

Laird, Terry, from Stanislaus County to Marin County. 

Stailey, Henry D., from Los Angeles County to 
Riverside County 

Starbuck, Helen, from San Joaquin County to San 
Francisco County 

Williams, Allen, from San Mateo County to Santa 
Barbara County 

Resignations (6) 

Benner, Alan A., San Mateo County 

Elges, Kenneth L., San Francisco County 

Gans, Charles, San Mateo County 

Mayer, Jonas J., Alameda County 

Peddicord, Harper, San Mateo County 

Whitney, Harvey, San Mateo County 


from Alameda County to 


In Memoriam 


Crosby, Isaac Fory. Died at Pasadena, December 
19, 1945, age 81. Graduate of the University of Illinois 
College of Medicine, Chicago, 1889. Licensed in Califor- 
nia in 1921. Doctor Crosby was a member of the Los 
Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American 
Medical Association. 

’ 


Donaldson, Arthur Norton. Died at Santa Ana, 
December 16, 1945, age 57. Graduate of the College of 
Medical Evangelists, Loma Linda-Los Angeles, 1915. 
Licensed in California in 1915. Doctor Donaldson was 
a member of the Orange County Medical Association, 
the California Medical Association, and a Fellow of the 
American Medical Association. 
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Mulholland, Stanley Clifford. Died at Santa Bar- 
bara, March 4, 1946, age 52. Graduate of the University 
of Minnesota Medical School, Minneapolis, 1923. Licensed 
in California in 1929. Doctor Mulholland was a member 
of the Santa Barbara County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the Amer- 
ican Medical Association. 

- 


Ring, Oluf Andreasen. Died at San Francisco, 
March 29, 1946, age 47. Graduate of the University of 
California Medical School, Berkeley-San Francisco, 1929. 
Licensed in California in 1929. Doctor Ring was a mem- 
ber of the San Mateo County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the Amer- 
ican Medical Association. 

+ 


Templeton, Wayne King. Died at Riverside, March 
18, 1946, age 49. Graduate of the University of Cincin- 
nati College of Medicine, Ohio, 1922. Licensed in Cali- 
fornia in 1931. Doctor Templeton was a member of the 
Riverside County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 


+ 


Terry, Lawrence. Died at Alameda, March 5, 1946, 
age 50. Graduate of Northwestern University Medical 
School, Chicago, Illinois, 1932. Licensed in California in 
1942. Doctor Terry was a member of the Alameda 
County Medical Association, the California Medical As- 
sociation, and a Fellow of the American Medical Asso- 
ciation. 

+ 


Whiffen, Robert Albert. (Lieutenant, Army of the 
United States). Died near Gilroy, March 7, 1946, age 
31. Graduate of Stanford University School of Medicine, 
Stanford University-San Francisco, 1941. Licensed in 
California in 1941. Doctor Whiffen was a member of 
the Monterey County Medical Society, the California 
Medical Association, and a Fellow of ‘the American 
Medical Association. 


CALIFORNIA COMMITTEE ON 
PARTICIPATION OF THE 
MEDICAL PROFESSION 
IN THE WAR EFFORT 


California Procurement and Assignment Service for 
Physicians Completes Its Work 


(copy) 
FEDERAL SECURITY AGENCY 
Procurement and Assignment Service 
For Physicians 


April 10, 1946. 
To: Chairmen and members of County Committees Pro- 
curement and Assignment Service of Northern Cali- 
fornia. 
Gentlemen : 

Please don’t burst out crying but this is the swan song 
of the Procurement and Assignment Service for Physi- 
cians in California. This office will officially close on 
May 15, 1946, and the pertinent records accumulated 
during the busy years of the emergency will be filed 
under the jurisdiction of the California Medical Asso- 
ciation so that at least an historical record of much of the 
important work that was done can be made accessible if, 
as and when it is necessary. 
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Regarding your own files, I feel you should go over 
accumulated material and throw out any unimportant 
records or if you see fit to destroy all records. I think 
that the committee members should discuss this with the 
chairmen. If there is material which would be of impor- 
tance to keep, it would probably be advisable to file this 
with the County Medical Society. However, there is in 
some files certain material which might be harmful to 
certain individual doctors if improperly used at some 
future date and, therefore, I would urge care and wis- 
dom*in being sure that such harmful material is de- 
stroyed so that it cannot come into the hands of anyone 
who might use it unfairly or for personal reasons. 

I know you will all feel relieved, as I do, that this 
strenuous program is coming to a close. It has been a 
tremendous job and I cannot begin to thank you for your 
fine codperation and loyalty in helping me carry on this 
program. It is good to know that from many sources, in- 
cluding Washington to the state, county and community 
levels, I have received a great deal of praise for our 
work, This is because of your fine work and co6peration. 

With my kindest personal regards to each and all of 
you and again many thanks, I remain, 


Sincerely yours, 
s/Harotp A. FLetcHER, M.D., 
California State Chairman 
for Physicians. 
Room 1422, 450 Sutter Street, 
San Francisco 8, California. 


Medical Veterans Attend U. C. Medical Center 


One hundred and fifty veterans are now attending 
classes at the University of California’s Medical Center, 
in the Medical School, the College of Dentistry, and the 
College of Pharmacy. 


Graduate students include 14 doctors holding appoint- 
ments as assistant resident physicians; one assistant resi- 
dent in dentistry; two clinical assistants; two x-ray 
technicians; three students in dermatology and syphil- 
ology; and two in pharmaceutical chemistry. 


The remainder of the 150 veterans are undergraduates, 
most of whom went into the services before they could 
complete their medical education. 

In addition to providing training for such a large 
group of ex-servicemen, the University of California 
Medical School, through University Extension, is giving 
refresher courses of instruction in various phases of 
medicine for doctors who have returned to civilian prac- 
tice from the armed forces. 


New Army Regulation Authorizes Professional 
Graduate Training for Medical Corps Officers 
An important forward step in the establishment of pro- 
fessional graduate training for Army doctors has been 
taken with the enactment of the new Army Regulation 
350-1010, which authorizes the establishment of an or- 
ganized program of graduate education for “the elevation 
of the general level of professional qualifications of all 
Medical Corps officers.” 


Medical Corps officers selected for training in medical 
surgical specialties by the Surgeon General’s Professional 
Training Committee will be assigned to a Medical De- 
partment installation approved by the Council on Medical 
Education and Hospitals and by the appropriate Amer- 
ican specialty board for training in the particular spe- 
cialty, according to the regulation. The minimum dura- 
tion and scope covered by the training will be such as to 
meet the certification requirements of the specialty board 
concerned. 


Upon approval of the Surgeon General, specialty train- 
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ing may be supplemented by service school instruction or 
a civilian teaching institution, but the time employed in 
such training may not exceed one-third of the total train- 
ing period. Officers desiring supplemental training must 
submit an application to the Surgeon General endorsed 
by their commanding officer, and must include reasons for 
the recommendation of such training in that application. 

Postgraduate training in medical and surgical subspe- 
cialties and preventive medicine will be offered at Medi- 
cal Department service schools, installations, or at ci- 
vilian teaching institutions. Application for these courses 
must also be indorsed by the commanding officer and sub- 
mitted to the Surgeon General with a statement of the 
applicant’s qualifications. : 

An education committee will be organized at each medi- 
cal installation caring for sick and injured, which will 
be responsible for the organization, supervision and co- 
ordination of the medical educational program. The com- 
mander of the installation will serve as chairman of the 
committee, which is to be composed of qualified members 
of the professional staff and authorized civilian consult- 
ants. This committee is also responsible for the over-all 
organization and supervision of the program, and is to 
maintain such records as are necessary to indicate the 
progress of each medical officer entering the training. 
Assurance of a well-rounded training program and the 
establishment of a basis for the evaluation of each indi- 
vidual’s professional development is also a part of the 
committee’s duties. 

Installations conducting approved graduate training in 
medical and surgical specialties will maintain a staff of 
qualified specialists. Teaching ability will be the major 
factor in selecting chiefs of services and sections at these 
installations, and the officers selected will be professionally 
acceptable to the American specialty boards concerned. 
Medical officers undergoing residency-type training are to 
keep diaries on medical cases worked up, investigative 
work, collateral reading, case presentations at clinical 
pathologic conferences, and studies in basic sciences. In 
addition to a periodic review of these diaries by the edu- 
cation committee, each applicant for an American spe- 
cialty board will present his diary with his application. 
Continuous effort will be made to improve the teaching 
program. In selected large station hospitals, the develop- 
ment of the program will be toward approved intern- 
ships, and residencies in medicine and general surgery. 
Affiliation with adjacent civilian medical facilities will be 
utilized wherever possible. 


As a guide in the conduction of the program, the re- 
quirements necessary for certification by American spe- 
cialty boards and the principles set forth in “Essentials 
of Approved Residencies and Fellowships” and “Essen- 
tials of an Approved Internship” will be followed. These 
pamphlets were prepared and published by the Council on 
Medical Education and Hospitals of the American Medi- 
cal Association. 


Each quarterly period, a report on each medical officer 
will be submitted by chiefs of services through channels 
to the Surgeon General. These reports, in addition to 
indicating the proficiency of the officer, will include any 
pertinent remarks concerning his progress and special 
training problems. 


U. C. Medical School Veterans to Be Honored 


A welcor‘ng banquet in honor of members of the staff 
of the University of California Medical School will be 
held on the evening of April 25 at the Palace Hotel, San 
Francisco. 

Approximately 125 members of the medical faculty, 
who have been on military leave of absence, will be pres- 
ent for the banquet. All members of the faculty but ten 
have returned from service. 
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The guest speaker for the evening will be Major Gen- 
eral Paul R. Hawley, medical director of the Veterans’ 
Administration, who will come from Washington, D. C., 
for the dinner. 


ASTP Program to Be Terminated by First of June 


The Medical Army Specialized Training program for 
medical students will be terminated by the first of June 
this year, according to ASF Circular 56, which is dated 
March 6, 1946. 

Enlisted men assigned to ASTP for medical training 
will be disposed of as follows: 

“Enlisted men assigned to ASTP for medical training 
who are scheduled to graduate from medical school be- 
fore July 1, 1946, will not be separated from the Army 
regardless of age, length of service, critical score, or 
by virtue of having three or more children under eight- 
een years of age. They will not be permitted to enlist 
in the Regular Army. They may be separated under 
existing regulations pertaining to discharge of enlisted 
men because of undue hardship or because of importance 
to National health, safety, or interest. They will not be 
separated for any other reason except as individually 
authorized by the War Department.” 

The Circular makes the following provisions for en- 
listed men assigned to ASTP for medical training who 
are not scheduled to graduate from medical school prior 
to July 1, 1946: 

“Those enlisted men who meet current War Depart- 
ment criteria for separation may be discharged. Those 
enlisted men who are eligible for discharge under April 
30 or June 30 criteria and who do not plan to continue 
their medical studies may be reassigned within the serv- 
ice command until the date of their discharge if their 
services are needed. If their services are not needed, they 
will be discharged. 

“Those enlisted men who do not meet War Depart- 
ment criteria for separation, who do not plan to continue 
their medical studies, or are not acceptable at an accre- 
dited medical school will be transferred to Brooke Army 
Medical Center, Fort Sam Houston, Texas. 

“Those enlisted men who are not eligible for separa- 
tion, who signify their intention to continue their medi- 
cal studies, and are acceptable at an accredited medical 
school will be released from active Federal Service and 
transferred to the Enlisted Reserve Corps. Authority for 
such release will be Section I, AR 615-363, and this cir- 
cular. These men will furnish a certificate from the dean 
or other similar official of a medical school approved by 
the Council of Medical Education and Hospitals of the 
American Medical Association.” 

Provision is made by the circular that these men must 
sign a statement requesting transfer to the Enlisted Re- 
serve Corps and agreeing to certain conditions pertaining 
to termination of enrollment or requests for transfers 
between medical institutions. 


Army Program Prevents Importing of Disease 


There is little or no risk of introducing foreign dis- 
ease into the United States through returning military 
personnel from abroad, according to an annoucement by 
the Office of the Surgeon General, which pointed out 
that the most careful estimates anticipate only moderate 
danger in a few cases. 

This conclusion was reached after a world-wide survey 
by the Interdepartmental Quarantine Commission, which 
was jointly established by the Secretaries of War and 
Navy and the Administrator of the Federal Security Ad- 
ministration to study this problem. 

With the end of the war and return of the bulk of 
combat forces, if is now possible to review actual results 
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on a preliminary basis. Though tentative, highly opti- 
mistic conclusions appear warranted, the announcement 
stated. 

To date no acute outbreak or secondary spread of an 
imported disease has been reported. While more slowly 
evident diseases may be identified later, it should be re- 
membered that the traffic of war has gone on for four 
years, giving ample time for discovery of such diseases. 

The 440,000 hospitalizations for malaria reported 
among Army personnel during the war fall short of pessi- 
mistic predictions for what has proved to be the common- 
est infectious disease of troops abroad. 

Even with the consideration that a portion of infected 
persons are liable to recurrence after their return to the 
states, conditions in this country are generally unfavor- 
able for the spread of malaria and the chances of com- 
munity risk are very small. 

The special danger of cholera, smallpox, plague, epi- 
demic typhus, and yellow fever is a matter of historical 
record. Immunizations were employed against all these 
diseases by the Armed Forces along with water purifica- 
tion, environmental sanitation, and disinfestation and in- 
sect control. This preventive medicine program was ex- 
ercised even under combat conditions and its effectiveness 
was shown by Army records. The high general level of 
sanitation, insect control, and alert medical care available 
here forms the final link in the protection of this country 
from imported diseases. 

The risk of importing disease from abroad has been 
less in some respects than in normal prewar traffic and 
the credit for these results has been attributed to the 
modern preventive medicine program of the Army and 
Navy. 

Cases of exotic disease did occur, the announcement 
stated, but extensive investigation of likely hazards and 
critical application of preventive and corrective, measures 
were effective in reducing risks to small proportions. 


Surgeon General Kirk Outlines the Remaining Task 


The care of the war’s wounded is only a part of the 
medical responsibility of the Army Medical Department, 
with five thousand neuropsychiatric patients, one thou- 
sand tropical disease patients, and three hundred blinded 
soldiers still in Army hospitals, Major General Norman 
T. Kirk, Surgeon General of the Army, said in a recent 
talk at the annual dinner of the Society of Surgeons of 
New Jersey. 

“In the nine centers specializing in hand and plastic 
surgery, there are 11,500 patients needing an estimated 
31,000 operations,” General Kirk pointed out. “The plastic 
surgeons who had been working twelve to fourteen hours 
daily, six days a week, to carry this load were most of 
them eligible for separation on points. It was necessary 
to freeze them in the service. I explained to them why 
we had to do it. They understood, and they are still 
doing their job. 

“Wherever American soldiers are on duty anywhere in 
the world, there must be medical officers with them. The 
flow of battle casualties has mercifully ended. But young 
men are still subject to all the usual diseases, from colds 
in the head to acute appendicitis. They are still subject 
to accidents . . . they still must be protected against 
tropical disease. They still must be protected from the 
diseases born of wartime devastation and malnutrition. 
They still must be looked after at staging areas and on 
their way home. They still must be examined most thor- 
oughly at separation centers, both for their own sakes 
and for the sakes of the: taxpayers who will later foot 
the bill for errors, as well as for genuine disabilities. 
Those who will replace them at home and overseas must 
still be examined at induction centers. Prisoners of war 
must still be cared for. Displaced persons are frequently 
medical problems before they are anything else.” 
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In 1940, just after the fall of France, the General 
said, the United States Army consisted of approximately 
250,000 men and the Medical Corps of about 1,600 offi- 
cers, of whom nearly 75 per cent were in the Regular 
Army. By December 7% 1941, there were 1,613,000 men in 
the Army and 11,390 officers in the Medical Corps. Al- 
though the increment in the Army was chiefly through 
the Selective Service, that of the Medical Corps consisted 
entirely of volunteers. 


“In short, the Medical Corps can no more be permitted 
to fall apart, to ‘demobilize by demoralization,’ than can 
the rest of the Army,” General Kirk concluded. “The 
hardship to be borne by men who must remain in uni- 
form longer than they like is simply an essential part of 
what has gone. before. It cannot be evaded without plac- 
ing in jeopardy the victory won in combat. It is indis- 
pensable to the completion of the job.” 


Physicians in the Department of Medicine and 
Surgery of the Veterans’ Administration 
Medical Staff Organization 


Public Law No. 293, 79th Congress, created a Depart- 
ment of Medicine and Surgery in the Veterans’ Adminis- 
tration under the direction of a Chief Medical Director, 
January 3, 1946. 

Under this law, the Administrator of Veterans’ Affairs 
will establish regulations to replace the Civil Service 
rules which formerly governed V.A. professional per- 
sonnel. Until such regulations are established, the fol- 
lowing will prevail : 


Status —Through appointment, promotion and discipli- 
nary boards to be set-up by the Administrator, the Vet- 
erans’ Administration will have complete supervision of 
its own physicians, dentists and nurses, based upon their 
professional competence. Physicians appointed to the De- 

‘ partment of Medicine and Surgery will not be Civil 
Service employees. 


Salaries —A new salary scale commensurate with train- 
ing and experience has been established, as follows: 
Grade Pay per Annum Positions 


Chief $8,750-$9,800 Clinical Director or Chief 
of Service in large hos- 
pital; a teacher. 


Chief of Service in me- 
dium-sized hospital; Chief 
of Section in large hos- 
pital; a teacher. 


Chief of Service in small 
hospital; Chief of Section 
in medium-sized hospital ; 
a teacher. 


Assistant to Chief of Serv- 
ice or Section. 


$4,300-$5,180 Senior Ward Officer. 
$3,640-$4,300 Junior Ward Officer. 

Specialists —The value of specialized training is recog- 
nized. Specialists certified by the American Specialty 
Boards and the Veterans’ Administration will be paid an 
additional 25 per cent of base pay up to a limit of $11,000 
a year. 


Salary Deductions—Retirement.—Although’ not Civil 
Service employees, physicians, dentists and nurses in the 
Department of Medicine and Surgery will be subject to 
the regulations of, and will receive the benefits under, 
the Civil Service Retirement Act of May 22, 1920, as 
amended. Five per cent deductions are made from all 
base salaries for retirement which is based on age or dis- 
ability and an aggregate service of at least five years. 
Honorable military service not forming basis for pension 
is counted for retirement in the same manner as Civil 
Service. 


Quarters——On-Station accommodations for physicians 
and their families are limited. When occupied, rentals 


Senior $7,175-$8,225 


Intermediate $6,230-$7,070 


Full $5,180-$6,020 


Associate 
Junior 
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proportionate to the size and type of quarters, are de- 
ducted from basic salary. Most V.A. physicians live off- 
station in adjacent communities. 

Qualifications —Basic requirements for physicians are: 

1. Citizenship in the United -States. 

2. Graduation from a school of medicine approved by 
the Administrator of Veterans’ Affairs. 

3. License to practice as a physician in a state or ter- 
ritory of the United States, or in the District of Co- 
lvmbia. ; 

4. Adherence to the physical requirements of the De- 
partment. 

5. Professional experience as required. 

Veterans’ Preference.—Preference will be given to 
qualified veterans. 

Applications—For the present, submit one copy of 
Civil Service Form No. 57. Applications should not be 
submitted to the U. S. Civil Service Commission. Follow 
instructions below: 


Physicians seeking appointment to Junior or Associate 
grades should apply to the manager of the nearest V.A. 
Regional Office, Hospital or Center. Managers are autho- 
rized to make appointments in these grades subject to 
post-audit of qualifications at Washington. When surplus 
at station to which initially assigned, physicians are sub- 
ject to transfer to another station. Preference of location 
may be stated and will be given consideration consistent 
with the needs of the service... . 


Transportation—V.A. physicians pay their own travel 
expenses to the location of their first assignment. Subse- 
quent transfers, when in the interest of the service, are 
made at Government expense and include movement of 
household goods and dependents. 

Clinical E-xperience—Close association with civilian 
medical associations and teaching centers will assure mod- 
ern scientific medicine in V.A. establishments. The large 
number of cases handled and the opportunity for con- 
tinuity of contact with individual cases over a period of 
years provides outstanding opportunity for extensive pro- 
fessional experience. 


Residencies —Residencies are being established at V.A. 
Hospitals that are near medical schools or teaching cen- 
ters, for men who will remain with the Veterans’ Ad- 
ministration until they are qualified for specialty board 
certification. 


Recommendation for residency must be made through 
the “Deans Committee,” a committee consisting of the 
Dean of Medical Schools and any members of his faculty 
of professional rank whom he may desire to appoint. At 
present there are 45 Grade A colleges out of 75 Grade A 
colleges coéperating in the residency program which, to- 
day, affects 76 out of 97 V.A. hospitals. These are the 
schools near enough, geographically, to work with V.A. 
hospitals in such a plan. 


For detailed information about residencies, consult the 
Dean of your Medical School or write to the Director of 
Research and Education, Veterans’ Administration, Wash- 
ington 25, D. C. 


Consultants —Appointment of Consultants or Attend- 
ing Physicians must be upon recommendation of the 
Deans Committee of the particular V.A. hospital to 
which assignment is requested. For full information, con- 
sult the Dean of your Medical School or write to the 
Director of Research and Education, as indicated under 
“Residencies,” above. 


Summary.—Physicians, dentists and nurses now on duty 
with the Veterans’ Administration, will be continued in 
their present Civil Service positions pending establish- 
ment of procedures and standards for appointment to the 


department. Appointment of physicians, dentists and 
nurses subsequent to Janvary 3, 1946, will be made di- 
rectly to the Department of Medicine and Surgery by 
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the Administrator of Veterans Affairs upon recommenda- 
tion of the Chief Medical Director. 


With the enactment of Public Law No. 293 and the de- 
mobilization of millions of World War II veterans the 
medical task of the Veterans’ Administration becomes a 
challenge and an opportunity. 


It is a challenge to the country to provide the best 
medical care and treatment for war-torn veterans. 


Summary.—It is an opportunity for qualified physi- 
cians, dentists and nurses to reap the finest in profes- 
sional progress and experience while giving the highest 
calibre of service of which they are capable to a deserv- 
ing segment of humanity. 


Information—For further information consult the 
manager of the nearest V.A. Hospital, Regional Office, 
or write to: Chief, Operations Division, Office Director 
of Personnel, Veterans’ Administration, 7th Floor, 49 
Fourth St., San Francisco 3, California. 


Military Clippings.—Some news items of a miiltary 
nature from the daily press follow: 


New Streptomycin Allocation Program to Make 
Provision For Civilian Use 

The Army Medical Department, which has _ received 
many requests for supplies of streptomycin to be used in 
treating civilian cases, has announced today that all 
civilian inquiries and requests for this drug are to be 
sent to Dr. Chester S. Keefer, Evans Memorial Hospital, 
65 East Newton, Boston, Massachusetts. Telephone Ken- 
more 9200. 

Dr. Keefer is Chairman of the Committee on Chemo- 
therapeutic and Other Agents of the Division of Medical 
Sciences, National Research Council, and has been author- 
ized to handle civilian requests, providing they are sub- 
mitted by a physician giving sufficient technical informa- 
tion to enable him to decide whether streptomycin is in- 
dicated in the treatment of the case. 

Distribution of limited supplies of streptomycin to 
civilians through the Committee on Chemotherapeutic and 
Other Agents of the Division of Medical Sciences, Na- 
tional Research Council, has been provided for in the 
allocation program recently established by the Civilian 
Production Administration. Other agencies receiving allot- 
ments of the scarce drug include the Army, Navy, Vet- 
erans’ Administration, and the United States Public 
Health Service. 

Although there has been a general misconception that 
the Army controls the total streptomycin supply, actually 
an approximate 30 per cent will be allotted to the Army 
from the production for the month of March. The bulk 
of the limited supply received by the Army has been em- 
ployed in treating urinary tract infections associated with 
spinal cord injuries, and a few serious infections which 
have proved resistant to penicillin. At no time has the 
allotment been adequate to permit any extensive research, 
such as experimental work on the treating of tubercu- 
losis. In order that Dr. Keefer may obtain an adequate 
supply for civilian appeals, the Army has voluntarily 
agreed to a delay in its March delivery of streptomycin 
from producers. 

Grants-in-aid of approximately $500,000 for the clinical 
study of streptomycin, contributed in equal shares to the 
National Research Council by 11 pharmaceutical manu- 
facturers, has already been announced by the Chemical 
Division of the Civilian Production Administration. The 
participating firms constitute the Streptomycin Producers 
Advisory Committee of the C.P.A. 

Dr. Keefer, who headed the clinical investigation of 
penicillin, will be in charge of the similar program on 
streptomycin and will submit recommendations, together 
with a report on the results. The C.P.A. has announced 
that there will be no commercial distribution of strep- 
tomycin at this time, nor will the producers supply the 
drug directly for civilian requests. Physicians have been 
asked not to submit requests for streptomycin if the cases 
are susceptible to the action of the sulfonamides, penicillin 
and other therapeutic agents. 

The production of streptomycin, which was approxi- 
mately 3,000 grams last September, is expected to in- 
crease to nearly 27,000 grams by March. A companion 
drug to penicillin, streptomycin is produced in a similar 
manner, by fermentation and chemical extraction, and, 
like penicillin, requires carefully controlled conditions of 
temperature, air and sterility. It is expected to prove a 
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valuable supplement in cases where infections do not re- 
spond to penicillin treatment, but studies have not yet 
advanced to the point where the methods of administra- 
tion or the amenable diseases are definitely known.—Bul- 
letin No. 40, U. S. Army Technical Information Division. 


Out-Patient Treatment For All Veterans Who Have 
Filed Service Claims Now Possible 

Immediate out-patient treatment for all veterans who 
have filed claims for service connected disabilities, re- 
gardless of whether they have been adjudicated, is now 
available through the 6,200 members of the California 
Physicians’ Service, The Veterans’ Administration an- 
nounced today. : . 

A joint statement issued by Col. Thomas J. Cross, V.A. 
chief here, and Dr. Chester L. Cooley, ‘C.P.S. secretary, 
said care by C.P.S. physicians in their offices will be 
authorized provided the veteran does not live within a 
reasonable distance or have easy access to a V.A. out- 
patient office or hospital. 

Emergency hospitalization in a private hospital may be 
authorized for service connected disabilities when the 
condition of the veteran precludes travel or when no bed 
is available at a V.A. hospital. 


Speeds Up Treatment 


Colonel Cross termed the agreement one of the “biggest” 
steps in speeding up medical treatment for veterans with 
service-connected disabilities. 

The following categories of veterans are entitled to 
treatment by C.P.S. physicians of their own choosing: 

1. Those who have filed a claim for service incurred 
disabilities and are receiving compensation or pension. 

2. Veterans who have filed a claim which is pending 
adjudication. If the claim is eventually disallowed the 
veteran will not be thereafter entitled to out-patient 
treatment from C.P.S. 

3. Veterans having acute inter-current illnesses which 
are judged to retard recovery from or aggravate a serv- 
ice-connected disability. 

4. Disabled veterans receiving vocational rehabilitation 
training will receive treatment for all conditions regard- 
less of service connection, a lack of which may be judged 
to interrupt their training. 


Available to Women 


5. Female veterans are entitled to out-patient treat- 
ment in the same categories as male veterans. 

6. Veterans whose claim requires a physical examina- 
tion will be notified by the V.A. of the proper procedure 
in contacting a C.P.S. doctor to perform the examination 
should a V.A. hospital, regional or sub-regional office not 
be reasonably available for such an examination. _ 

C.P.S. is a voluntary insurance system founded eight 
years ago by the California Medical Assocation and its 
membership includes a great majority of the State’s gen- 
eral practitioners and specialists. 

Colonel Cross, who directs V.A. activities in California, 
Arizona, Nevada and Hawaii, said similar plans are ex- 
pected to be put in operation in other states under his 
jurisdiction.—Oceanside Blade-Tribune, March 25. 


American G.I. Got Best Medical Care Given 
Any Army, Anywhere 


Surgeon General Says More Men Saved From Death, 
Spared Suffering and Mutilation Than Was Ever 
Thought Possible 


“The American armed forces had better medical care 
in World War II than the soldiers of any army ever 
before received,” according to Major General Norman T. 
Kirk, Surgeon General. ‘‘More men were saved from death, 
more men were returned to military usefulness and more 
men were spared suffering and mutilation and disfigure- 
ment than was dreamed possible at the end of World 
War I or, for that matter, at the beginning of World 
War II.” 

Writing in the April 6 issue of The Journal of the 
American Medical Association, Major General Kirk praised 
the Medical Corps officers for their humanity in the care 
of paraplegic patients, those suffering from paralysis of 
the legs and lower part of the body, and then he enu- 
merated the “remaining task.” 

“At the end of August, 1945, there were 312,000 patients 
still in hospitals. At the end of Demember there were 
180,000, 1,400 of whom were paraplegics. By next June 
it is estimated that there will still be approximately 
70,000, of whom at least 600 will still be paraplegics. 

“Add to these paraplegics other categories of patients 
who also present special needs. At the end of November 
there were 11,350 patients in the nine centers set aside 
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for plastic and hand surgery, who, it was estimated, still 
needed almost 31,000 operations. The plastic surgeons who 
had been working 12 to 14 hours daily six days a week 
to carry this load were most of them eligible for separa- 
tion on points. We froze them in the Army. I explained 
to them why we had to do it. They understood, and they 
are still doing their job. So are the physicians who are 
taking care of the 5,000 neuropsychiatric patients now 
in the hospital, 2,000 of them in closed wards, and the 
1,000 patients with tropical diseases, the 1,800 with tuber- 
culosis, the 300 blind men who are being rehabilitated 
and the thousands of other casualties of the war who, by 
the orders of the Chief of Staff, the Secretary of War, 


and the President of the United States, must not be dis-, 


charged to civilian life or transferred to the Veterans’ 
Administration till Army doctors have done for them all 
that modern medical science and skill can do.” 


In conclusion the author says: 


“Wherever American soldiers are on duty anywhere in 
the world, there must medical officers be with them. The 
flow of battle casualties has mercifully ended. But young 
men are still subject to all the usual diseases, from colds 
in the head to acute appendicitis. They are still subject 
to accidents, some of them inherent in their dangerous 
tasks, some of them, as an English physician caustically 
put it, arising from ‘the stupidities of fools.’ They still 
must be protected against tropical diseases. They still 
must be protected from the diseases born of wartime 
devastation and malnutrition. They still must be looked 
after at staging areas and on their way home. They still 
must be examined most thoroughly at separation centers, 
both for their own sakes and for the sakes of the tax- 
payers who will later foot the bill for errors as well as 
for genuine disabilities. Those who will replace them at 
home and overseas must still be examined at induction 
centers. Prisoners of war must still be cared for. Dis- 
placed persons are frequently medical problems before 
they are anything else. 


“In short, the Medical Corps can no more be permitted 
to fall apart, to ‘demobilize by demoralization,’ than can 
the rest of the Army. The physicians in civilian life 
would no more wish that to happen than do the physi- 
cians still in uniform. All military service, as has been 
well said, entails some hardship. The hardship to be 
borne by men who must remain in uniform longer than 
they like is simply an essential part of what has gone 
before. It cannot be evaded without placing in jeopardy 
the victory so arduously won in combat. It is indispen- 
sable to the completion of the job.”—J.A.M.A., April 6. 


COMMITTEE ON ORGANIZATION 
AND MEMBERSHIP 


A.M.A. Sessions in San Francisco—July 1-5, 1946 


American Medical Association Convention committees 
of the San Francisco County Medical Society are moving 
forward on all fronts in preparation for the July 1-5 
meeting. 

The San Francisco Convention and Tourist Bureau is 
handling all details pertaining te exhibits, housing and 
halls. 

The following information is set forth for the benefit 
of members who may have received requests from out 
of town confreres for hotel accommodations: Such re- 
quests should be referred in writing to the A.M.A. Hous- 
ing Bureau, Room 200, Civic Auditorium, San Fran- 
cisco 2, California. All applications for hotel reservations 
should contain the expected arrival and departure date of 
the guest. The Tourist Bureau has “frozen” about 4.000 
hotel rooms in San ‘Francisco for the period of the Con- 
vention. Thovsands of applications have been received, 
but the Bureau is delaying confirmation until a more ac- 
curate estimate can be made of the load. 

Tentatively scheduled are meetings of collateral so- 
cieties and groups prior to the general convention. Among 
such meetings are: 

American College of Allergists. 

American College of Chest Physicians. 

American Society of Clinical Pathologists. 

American Heart Association. 
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Association for the Study of Internal Secretions. 

American Neurological Association. 

American Academy of Applied Nutrition. 

American Ophthalmological Society. 

American Proctologic Society. 

American College of Radiology. 

American Radium Society. 

American Academy of Tuberculosis Physicians. 

Woman’s Auxiliary of the American Medical Asso- 
ciation. 

American Medical Women’s Association, Inc. 

American Society for the Study of Sterility. 

The entertainment program for the Woman’s Auxiliary 
is being planned by special committees. Some of the 
features include sight-seeing tours, points of interest in 
San Francisco, teas, luncheons and receptions. Highlight 
of the program will be a formal dinner for wives and 
husbands. 
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A list of chairmen of local committees follows: 
General Committee 
John W. Cline, Chairman; Stanley H. Mentzer, Vice- 
Chairman; Chester L. Cooley, Robertson Ward; Frank 
J. Kihm, Secretary. 
Finance 
G. Dan Delprat, Chairman; William Reilly, Vice- 
Chairman. 
Registration 
Allen T. Hinman, Chairman. 
Hotels 
M. Laurence Montgomery, Chairman. 


Entertainment 

T. Henshaw Kelly, Chairman; Philip K. Gilman, Vice- 

Chairman. 
Subcommittee for House of Delegates Dinner 

Salvatore P. Lucia, Chairman; Warren D. Horner, 

Vice-Chairman. 
Subcommittee for President’s Reception 
Alson R. Kilgore, Chairman. 


Subcommittee for Opening Session 


Hans Barkan, Chairman; Thomas F. Mullen, Vice- 
Chairman. 


Subcommittee for Golf 


James W. Morgan, Chairman; Bradford F. Dearing, 
Vice-Chairman. 


Information (Including Ushers and Pages) 
Kenneth D. Gardner, Chairman. 
Publicity and Printing 
Lambert B. Coblentz, Chairman. 
Scientific Exhibits 
Dwight L. Wilbur, Chairman. 
Transportation and Automobiles 


Glenn F. Cushman, Chairman; Paul D. Michelson, Jr., 
Vice-Chairman. 


Subcommittee for Clubs 


Frederick W. Kroll, Robert C. Martin, 


Vice-Chairman. 


Chairman; 
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Committees on Sections and Section Work 
Internal Medicine 
Walter Beckh, Chairman; Roberto F. Escamilla, R. 
Emmet Allen. 
Surgery, General and Abdominal 
H. Glenn Bell, Chairman; Carleton Mathewson, Jr., 
Franklin I. Harris. 
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. Obstetrics and Gynecology 
Herbert F. Traut, Chairman; C. Frederic Fluhmann, 
Albert M.: Vollmer. 

. Ophthalmology 
George N. Hosford, Chairman; C. Allen Dickey. 

. Laryngology, Otology and Rhinology 
Clain F. Gelston, Chairman; Crawford Bost, Charles 
W. Leach. 

. Experimental Medicine and Therapeutics 
Mayo Soley, Chairman; Donald A. Carson, Francis 
L. Chamberlain. 

. Pathology and Physiology 
David A. Wood, Chairman; Karl B. Ejichorn, James 
F. Rinehart. 

. Nervous and Mental Diseases 
George S. Johnson, Chairman; Karl M. Bowman, 
Edmund J. Morrissey. 

. Dermatology and Syphilology 
John M. Graves, Chairman; Norman N. Epstein, 
Arne E. Ingels. 

. Preventive and Industrial Medicine and Public 
Health 
J. C. Geiger, Chairman; Rodney R. Beard, Nelson 
J. Howard. 

. Urology 
Clark M. Johnson, Chairman; William A. Sumner, 
Morrell E. Vecki. 

. Orthopedic Surgery 
Frederic C. Bost, Chairman; Donald E. King. 

. Gastroenterology and Proctology 
Hugh Rose, Jr., Chairman; Charles A. Noble, Jr., 
Robert A. Scarborough. 

. Radiology 
Leon Henry Garland, Chairman; Alexander Petrilli, 
A. Justin Williams. 

. Anaesthesiology 
William Neff, Chairman; 
Walter Lawrence. 

. General Practice 
Clyde D. Horner, Chairman; Ivan C. Heron, Wesley 
E. Scott. 


Hubert R. Hathaway, 


A.M.A. Auxiliary Convention Chairmen 
and Committees 


Mrs. Clifford Lang, General Chairman of Arrange- 
ments; Mrs. Norman Morgan, Co-Chairman. 
Credentials and Registration 


Mrs. Harry Hund, Chairman; Mrs. Frank Lowe, Co- 
Chairman. 


Advisory Committee 


Mrs. Ralph Eusden, Mrs. Harry Hund, Mrs. Frank 
Lowe, Mrs. Roger McKenzie, Mrs. Anthony Monty, 
Mrs. Hobart Rogers, Mrs. Edward Schulze. 


Finance 


Mrs. Howard Dixon, Chairman; Mrs. Raleigh Burlin- 
game, Co-Chairman; Mrs. Walter Lawrence. 


Headquarters 


Mrs. Robertson Ward, Chairman; Mrs. Louis Ronco- 
vieri, Co-Chairman. 
Hospitality 
Mrs. Daniel Morton, Chairman; Mrs. A. Justin Wil- 
liams, Co-Chairman. 
Transportation and Sightseeing 
Mrs. Edmund Morrisseey, Chairman; 
Hand, Co-Chairman. 
Printing and Tickets 
Mrs. Keene Haldeman, Chairman; Mrs. William New- 
man, Co-Chairman; Mrs. James Warren. 


Mrs. Frank 
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Publicity 


Mrs. Maurice Korshet, Chairman; 
Quinlan, Co-Chairman. 


Junior Aides and Pages 


Mrs. Lee Hand, Chairman; Mrs. Henry Gardner, Co- 
Chairman; Mrs John Sampson, Co-Chairman. 


Flowers and Decorations 


Mrs. Norman Epstein, Chairman; Mrs. Robert Newell, 
Co-Chairman. 


Mrs. Elsworth 


Supplies 
Mrs. Lloyd Shone, Chairman; Mrs. William O'Grady, 
Co-Chairman, 
Favors 
Mrs. Vance Strange, Chairman; Mrs. Russell Merrett, 
Co-Chairman; Mrs. William A. Reilly, Mrs. Lee Scha- 
hinian, Mrs. Frederick H. Lawrence. 
Music 
Mrs. Francis H. Redewill, Chairman. 
Golf, Tennis and Swimming 
Mrs. Loren Chandler, Chairman, Golf; Mrs. L. Henry 
Garland, Co-Chairman, Tennis; Mrs. Edmund Morrissey, 
Swimming. 
Tea 
Mrs. Elsworth Quinlan, Chairman; Mrs. L. Henry 
Garland, Co-Chairman; Mrs. George Kulchar, Co-Chair- 
man. 
Past Presidents’ Luncheon 
Mrs. Roger McKenzie, Chairman. 
Auxiliary Luncheon 


Mrs. Guy Schoonmaker, Chairman; Mrs. Dohrmann 
Pischel, Co-Chairman. 


Auxiliary Dinner 


Mrs. Jesse Carr, Chairman; Mrs. Matthew Hosmer, 
Co-Chairman. 


Indoctrination Course Receiving National Attention 


A number of State and County Medical Associations 
are requesting details of operation of the indoctrination 
program instituted at the beginning of this year by the 
Los Angeles County Medical Association. So that this in- 
formation may be presented to those making inquiries, 
and to review for our'own members the purposes of the 
indoctrination program, the following is presented. 
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The rapid growth in membership of the Los Angeles 
County Medical Association during the past several years 
created a considerable problem for the Committee on 
Admissions and the Council, which acts upon all appli- 
cations. It became apparent that doctors of medicine, 
beginning practice for the first time in Los Angeles 
County, would profit greatly by the experience of those 
who had practiced here for many years. Certain situa- 
tions are met in Southern California that are not common 
in other parts of the country. 


It was known that many physicians seeking member- 
ship had little, if any knowledge of the functions of the 
County Medical Association, or the State or American 
Medical Associations. It was considered important that 
they be informed of the importance of these organiza- 
tions in which they sought membership, so that they 
could take their proper place in organizational activity, 
and obtain to the full the benefits offered. 

During 1945 the Council of the Los Angeles County 
Medical Association appointed a committee to study the 
proposed indoctrination program. The report of this 
committee was approved by the Council. Dr. Louis J. 
Regan, President, reported the appointment of the Gen- 
eral Committee on Indoctrination and six sub-committees 
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Indoctrination Course of Los Angeles County Medical Association 


—each sub-committee charged with the responsibility of 
presenting a lecture to applicants. The program as de- 
veloped by the committee consists of a series of six lec- 
tures—two to be given each month, which must be at- 
tended by the applicant before his application will be 
considered by the Council. 


The subjects of the lectures are as follows: Medical 
Organization, Health Insurance, Medical Public Rela- 
tions, Medical Ethics, Medical Education and Medical 
Economics, and Medical Malpractice. 


The first lecture in this series was presented on Jan- 
uary 25. More than 200 applicants attended this lecture. 
Five lectures have been presented to date to audiences 
of 200 or more applicants. 


Because of previous commitments, illness, or for other 
reasons considered adequate, applicants who have been 
unable to attend any one or all of the lectures given on 
the third and fourth Fridays of each month will be given 
the opportunity of making up lectures especially pre- 
sented for them on Sunday afternoons. The dates for 
the Sunday lectures have not been set, but are determined 
when the need for them arises. All applicants who have 
failed to attend any of the regular series are requested 
to notify the Secretary’s office, and will in turn be in- 
formed as to the time of the make-up lecture. 


For each one of the six subjects presented, a special 
sub-committee of four members was appointed. Two 
members of a sub-committee handle a lecture. This avoids 
too great a hardship for the men presenting the lectures 
—only two lectures a year to be given by each sub- 
committee member. 


When a group of applicants has attended the six lec- 
tures, they will be interviewed in smaller groups by mem- 
bers of the sub-committees—following which the Com- 
mittee on Admissions will report to the Council on these 
applicants for membership. 


Five times since the beginning of the indoctrination program the Lounge of the Association has been filled with applicants 
for membership. Above is shown a picture of the group that attended one of the lectures. 


This indoctrination program, instituted by the Los 
Angeles County Medical Association, was presented to 
the Council of the California Medical Association and 
approved. The Council of the State Association recom- 
mended that similar programs be instituted by other 
County Medical Associations in California. 


Word of this program has spread throughout the 
country. The office of the Secretary has received many 
requests for details as to its operation. In the beginning, 
when applicants learned that it was mandatory to attend 
the six lectures, some of them considered it an unneces- 
sary procedure. However, after their attendance at the 
first meeting the attitudes of many of them who had been 
critical changed. Those who are conducting the pro- 
gram honestly believe that these lectures are not only 
being well received, but are being considered exceedingly 
valuable. The objective of the indoctrination program is 
a better-informed membership. 


Public Relations and Alameda County 
Medical Association 
The Bulletin of the Alameda County Medical Associa- 
tion for April printed the following item: 
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MEDICINE ASSISTS C.L.O. 


“Medical Care for All the People” is the advertised 
guarantee of the Alameda County Medical Association. 
A reproduction of one of our paid advertisements 
(Tribune Year Book) is reproduced below. 


This pledge of the ACMA was recently translated 
into action: 
A representative of the Strike Welfare Committee of 


the C.I.O. called the ACMA office requesting aid for 
members of their machinists’ union and others who were 
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on strike. It was stated that some of these men and their 
families needed medical care for which they were unable 
to pay. 

The C.I.O. was informed that the ACMA guarantees 
medical care to all of the people, regardless of ability 
or inability to pay, and that, C.I.O. strikers being people, 
they are naturally included in the guarantee. Therefore, 
strikers were told to go to their family physicians, to 
request needed medical services, and to make arrange- 
ments to pay when they returned to work. 

Because of the interest of newspapers in the problem, 
a press release was issued. (The same written article 
was given to both The Post-Enguirer and The Tribune. 
In its rewrite, The Tribune failed to mention the fact 
that payment for medical services would be expected 
after the striker returns to work. However, The Post- 
Enquirer rewrite contained this important point.) 

The public reaction to these newspaper stories is ob- 
vious: The medical profession in Alameda County, as 
elsewhere, is interested primarily in the service it can 
render to humanity. Even the C.I.0., an organization that 
has officially and aggressively promoted legislative 
schemes to regiment the doctor, can call for and. receive 
his professional services—“on the cuff,” which often 
means gratuitously—in time of need. 

These newspaper stories, advertisements, and others 
to follow, will convince any thinking legislator who is 
about to vote on a compulsory health insurance bill of 
the fact that there is already medical care for all—even 
for C.I.O. strikers, who might be said to be voluntarily 
out of work and out of funds. Why, then, with this 
guarantee of universal medical care, and with voluntary 
insurance also available, should the C.I.O., or anyone 
want compulsory health insurance? What argument re- 
mains for state medicine ? 

This, we believe, is the beginning of a good public 
relations program. 
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Medical Attention Open to Strikers 


Men on strike and their families were notified today 
by the Alameda County. Medical Association that needed 
medical attention is available and is being provided by 
private physicians, regardless of ability or inability to pay. 

In a statement to the C.1.0. Strike Welfare Committee, 
Dr. Warren Allen, president of the association, reminded 
workers that a patient need only go to his family doctor 
and ask for medical attention in order to receive it. 

Any exceptions should be reported to the association, 
according to Doctor Allen. A Bureau of Medical Economics 
has been established by the association at 364 14th Street 
to guarantee universial medical care.—Oakland Tribune, 
March 6. 


v 7 7 


Medical Aid Set For Strike Families 

Striking Oakland area workers may obtain medical care 
today despite the possibility that many may not be able 
to pay for services immediately, the Alameda County 
Medical Association announced. 

“In every case where medical service is needed, the sick 
person’s family doctor will deliver the needed services and 
will await payment until the head of the family gets back 
to work,” Dr. Warren Allen, president of the association, 
declared.—Oakland Post-Enquirer, March 6. 


7 7 7 
Medicine Assists C.1.0. 


This editorial, and the following advertisement must 
convince every Alameda County physician that there is 
only one way to assure ourselves that our guarantee of 
universal medical care, regardless of ability or inability 
to pay, will be carried out in every instance: The Bureau 
of Medical Economics, which is directed by physicians, 
must handle the collection of delinquent medical accounts. 
Otherwise, how can the doctor know that payments on 
his accounts are not forced in cases where payment re- 
sults in depriving the patient or his family of the other 
necessities of life? : 

Your participation in the collection department of the 
Bureau of Medical Economics is essential to the develop- 
ment of the public relations program of the A.C.M.A. 
Commercial methods in the collection of medical accounts. 
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perhaps more than anything else, are responsible for 
public dissatisfaction with the economics of medicine. 
The Bureau collects more’; but it protects your ethical 


obligations to your patients. 


7 7 ¢ 
Face Tomorrow Without Fear 


Most folks, especially those with families, worry a lot 
about the ever-present possibility of the combined per- 
sonal catastrophes of losing their jobs or other source of 
income, and then having a major illness in the family, too. 

But if they knew about doctors, about medical ethics 
and the physician’s traditional ideal of service to hu- 
manity, folks would know that all this worry isn’t neces- 
sary, because for more than 2,000 years no ethical physi- 
cian has ever turned his back upon human suffering 
because he might not be paid. 

And then some people are just negligent, and don’t pay 
the doctor, even when they could well afford to do so. 

To balance these things fairly and humanly, physicians 
of Alameda County have established the Bureau of Medi- 
cal Economics. Among the many purposes of this Bureau 
is prevention of abuse of the physician’s freely-given 
charity, and regardless of ability or inability of the 
patient to pay, to guarantee medical care for all the 
people. 

So face tomorrow without fear. Whatever happens, 
needed medical care is available to you. Just visit your 
family physician, who is a member of the 

ALAMEDA COUNTY MEDICAL ASSOCIATION 
364 14th Street, Oakland 12, TWinoaks 3367 
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(This paid advertisement appeared in the Post-Enquirer 
and will be published in the Tribune Year Book.) 


Sections on “General Practice” Being Organized in 
Larger Component County Units of C.M.A. 


The trend in recognition of “general medical and 
surgical practice” is growing apace, as witness the fol- 
lowing from The Bulletin of the Alameda County Medi- 
cal Association, for March: : 

SECTION ON GENERAL PRACTICE ORGANIZED IN LOS ANGELES 

General practitioners of Los Angeles have .organized 
themselves as the “General Practice Section of the Los 
Angeles County Medical Association.” 

Dr. Eric A. Royston, chairman, stated in the Los An- 
geles Bulletin: “Having organized our Section in Los 
Angeles County, we-are now in a position to help some 
of the other county associations with their organization. 
It will not be long before this new General Practice Sec- 
tion idea spreads throughout California, and we hope it 
will be only a few short months before we have a Section 
on General Practice in the State Association.” 
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The incorporation of a “General Practitioners Associa- 
tion” for Eastbay-Oakland has been announced by Dr. 
Stanley Truman, acting chairman of the first board of 
directors of the new organization. 

The purposes of the association outlined in its articles 
of incorporation are: “to protect the right of the general 
practitioner to engage in medical and surgical procedures 
for which he is qualified by training and experience ;” 
“to promote and maintain high standards of general 
practice of medicine and surgery; to encourage and assist 
in providing post-gradvate study for general practi- 
tioners; ... to perpetuate the relationship between family 
doctor and patient .. .” 

The “Hospital Committee” of the new organization is 
directed by the By-Laws “to maintain close contact 
with the staff activities of the hospitals in order that rep- 
resentation of this organization be maintained on each 
hospital staff,” “to recommend to the board of directors 
such changes in the facilities, conduct, or functions of 
the various hospitals as may seem indicated for the gen- 
eral welfare of the public or profession,” and “to assist 
any of the hospitals in furthering their programs.” 

The “Public and Professional Relations Committee” 
of the GPA will recommend “such action . . . as may be 
necessary to assure adequate representation of the gen- 
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eral practitioner groups” and “to provide liaison with 
the public and other medical organizations.” 


The GPA By-Laws require that members take a mini- 
mum of one month’s post-graduate work each three 
years. Specialists are to be invited to sit on an advisory 
committee. 


To be eligible for membership in the General Prac- 
titioners Association, the applicant must be engaged in 
the general practice of medicine and surgery, must be 
a graduate of an AMA-approved medical school, a mem- 
ber of this county medical association, and he must have 
had a rotating internship in an accredited hospital, 
following which he must have been in the private practice 
of medicine for at least two years. 


“Our primary purpose is to maintain a high level of 
general practice in the communities we serve,” Dr. Tru- 
man told The Bulletin. “But in order to maintain this 
standard, it is necessary that the all-important position 
of the general practitioner be recognized and protected. 
We believe this organization will make a_ significant 
contribution to the unity and effectiveness of the organ- 
ized profession.” 


How Texas Is Proceeding in Re: State and County 
Medical Society Committees on Hospital and 
Medical Service 


(copy ) 
State MeEpicaL AssocIATION oF TEXAS 


Fort Worth 3, Texas, March 7, 1946. 
To: Presidents and Secretaries of County Medical So- 
cieties -of State Medical Association of Texas: 


Re: Appointment of County Medical Society Committees 
on Hospital and Medical Service. 


Gentlemen : 


I am addressing you jointly so that in the event either 
of you is away from your office for any reason, the 
other will receive a copy of this communication and 
see to it that as prompt action as possible is taken on 
the subject of this letter. 


President Dr. H.-F. Connally requests that each 
county medical society immediately set up a committee 
on hospital and medical service composed of at least 
three members or as many more as thought desirable, by 
whatever procedure the Society chooses—appointment by 
the president or election by the Society. It will probably 
be best to appoint or elect the committee on an over- 
lapping term of office basis so that there will not be a 
complete turn-over in membership of the committee with 
each new administration, and there can be continuity of 
work, records and policies, but that may be decided by 
your Society. 


The important point is that the committee be set up 
promptly and that it begin to function promptly. There 
is enclosed, herewith, a form calling for a report from 
the committee at its earliest convenience regarding the 
present medical and hospital situation in your county 
medical society area; and for the opinion of the commit- 
tee, which can be considered as representing the opinion 
of your Society, regarding the need of any additional 
physicians and what kind, if needed, and any additional 
hospital or hospitals and what kind, if needed. It is im- 
possible to discuss this subject completely in a letter but 
it is believed the enclosed form indicates what is desired. 
It has been made as simple as possible. 


It is imperative that this matter be given immediate 
and diligent attention. No other subject is more important 
to the preservation of the independent practice of medi- 
cine in Texas. '\We must know on a state-wide basis what 
is needed to be certain that all of the people of Texas 
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have adequate medical and hospital facilities and be able 
to support our contentions in that regard with accurate 
facts and figures, carefully and thoughtfully assembled 


by those qualified to advise in local areas throughout 
Texas. 


The Hill-Burton bill providing Federal funds for con- 
struction of hospitals and public health facilities in all 
areas of the United States where they are needed and 
where they can be supported by their communities: is 
certain to pass Congress in the near future. Already a 
survey has been started by the State Board of Health, 
the official agency in Texas, to determine where such 
hospitals and public health facilities are needed in Texas, 
and, of greatest importance, where they will be economi- 


cally supported by their communities after being estab- 
lished. 


The State Medical Association is officially represented 
on the Advisory Council to the State Board of Health in 
this matter. This official representation, which is com- 
posed of the President and Secretary of your Associa- 
tion, Chairman of the Board of Trustees, Chairman of 
the Board of Councilors, Chairman of the Legislative 
Committee, Council on Medical Economics and Public 
Relations Committee, wants to have for their guidance 
information gathered from the basic units of the Asso- 
ciation—the 126 county medical societies of Texas, when 
they are called upon to consider the recommendations of 
the administrator who will conduct the survey for the 
Board of Health. 


Please advise as promptly as possible the names of 
your “Committe on Hospital and Medical Service”, desig- 
nating the chairman, and we shall appreciate being 
assured that the committee is on the job and will furnish 
the information desired on the enclosed form as expedi- 
tiously as possible. 


Kindly hand to your Committee on Hospital and Medi- 
cal Service one of the communications addressed to you 
and both forms, so that after execution of the latter one 
may be kept in the files of the Committe and one may be 


sent to this office. Quarterly reports will be asked of the 
Committee. 


Please do not wait for a regular meeting of your So- 
ciety to act in this matter. Please give it immediate 


attention, calling a special meeting of your Society, if 
necessary. 


Fraternally yours, 
s/Hotman Taytor, M.D. 


Secretary. 
1404 W. El Paso Street. 
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MEDICAL SERVICE 
Population served by physicians of area (est.) 
Total number of physicians in area 
Retired or Inactive 
Fully Active 


E.E.N.T. 

Pediatricians 

Obstetricians 

Urologists 

Orthopedists 

General Surgeons 

Other Specialists (List kinds and number) 


On the back of this report, or an attached sheet, please 
state number of additional physicians, if any, needed to- 
render adequate medical care to people of area and peo- 
ple served by physicians living in area, and kinds of 
physicians needed —surgeon, pediatrician, etc. Please 
specify clearly and in detail, where they are needed 
(name and population of town), whether hospital facili- 
ties will be open to such physicians and proximity to 
such hospital. Estimate possible number of people such 
physicians may be called on to serve and nearness of 
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other physicians for medical help and consultation. 
If no doctor is needed, it should be so stated. 
$..9.08 
HosPITAL SERVICE 


Population served by hospital of area (est.).......... 
Total Number of Hospitals 
Total Number General Hospitals 
Number of beds 
Number of T.B. Hospitals 
Number of beds 
Number Mental Hospitals 
Number of beds 
Name other kinds of hospitals and number of 
beds in each 


On the back of this report form, please state number 
and kind of hospitals, specifying number of beds in each 
needed in area to adequately serve the people of the area. 
Hospitals should be recommended only for communities 
which need them and which can support them financially 
after they are established. If none are needed, please say 
so. Your area may be adequately served by a hospital or 
hospitals in adjoining county areas. 


COMMITTEE ON MEDICAL 
ECONOMICS 


A Lay Editorial on S. 1606 (Wagner-Murray-Dingell 
Bill)—Some Implications 
(copy) 
TOTALITARIAN LEGERDEMAIN 


After some months of calculated hesitation, awkward 
attempts are now being made in Congress to pass the 
administration’s so-called “National Health Bill.” 

This is not a bill that would improve the “national 
health” in any way. 

As an unscientific therapeutic innovation, it would un- 
doubtedly be more harmful, on the whole, than beneficial. 

But it has three characteristics that appeal to the 
New Deal mentality. 

It is demagogic. 

It would divert additional large sums of money from 
the pay rolls and pay envelopes of American enterprise 
into the federal Treasury to be expended by federal 
officeholders. 

And it would inflate an existing federal service into 
another enormous bureaucracy with dictatorial “author- 
ity” over the lives of the American people. 

The scheme behind the “National Health Bill” did not 
originate in America. 

Its outlines were prescribed for Socialist Britain by 
Sir William Beveridge: and before that its formulae 
were in evidence in Communistic Russia and Nazi 
Germany. 

It was thus borrowed from the politically backward 
nations of Europe: and naturally among its most ardent 
supporters are the Communists and their fuzzy-minded 
fellow travelers. 

Embodied formerly in an omnibus “General Welfare 
Bill” which was so flagrant that Congress would not 
even consider it, the pending features have been extracted 
and reintroduced under the new title by the same sponsors 
—Senators Wagner and Murray and Representative 
Dingell. 

The bill would constitute the Surgeon General of the 
United States Public Health Service as a czar over 
medical, dental, surgical and hospital service, and over 
the drug and pharmaceutical industries as well. 

That office is now occupied by Dr. Thomas Parran, an 
advocate of “socialized medicine.” 

On December 10, Doctor Parran sent a mimeographed 
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letter to all officers of the Public Health Service in 
which he described the bill as being “designed to imple- 
ment the proposals of the President” made to Congress 
on November 19, 1945. 

“Every officer of the Public Health Service,” said 
Doctor Parran, “will wish to familiarize himself with the 
President’s message and will be guided by its provisions 
in making any public statement likely to be interpreted 
as representing the official views of the Public Health 
Service.” 

This was plainly an order to Public Health Service 
officers to ballyhoo for the “socialized medicine” bill. 

Recognizing it as such, New Yoork Medicine, the 
official organ of the Medical Society of the County of 
New York, said editorially on April 5: 

“Thus it would seem that the administrative and exec- 
utive branches of the Government have received a man- 
date from the ‘Commander in Chief’ to support the 
Wagner-Murray-Dingell Bill... . 

“Ts not such a directive a violation of the constitutional 
right of free thought and free speech? 

“Is it customary for the subordinates to conform to 
the administration’s policy or political purposes, even in 
respect to controversial measures not yet passed upon by 
Congress ? 

“The United States Public Health Service includes 
many physicians in private practice, volunteers in- emer- 
gency hospital units, reserve officers in the Medical Corps 
and members of the Public Health Service Reserve 
itself. 

“Many of these physicians unquestionably have serious 
doubts as to the desirability of the President’s health 
program, particularly that part which calls for com- 
pulsory health insurance. 

“Is the medical profession, as a result of this action, 
now on advance notice as to the type of directive they 
may expect from governmental medicine?” 

The medical journal entitled its comment “Directed 
Thinking ?” 

If that kind of regimented thinking would be bad for 
the medical profession, how much worse would the same 
kind of government-directed medical service be for the 
American people ?—Editorial in San Francisco Examiner, 
April 15, 1946. 


New York Health Plan Shelved 


The Temporary State Commission appointed by the 
New York Legislature in 1944 to study the question of 
compulsory medical care has now reported to Governor 
Thomas E. Dewey. The majority report, signed by nine 
members, stated they were not prepared to recommend 
any plan for medical care and hospital insurance until 
there has been more experience in the field of medical 
and hospital experience. 
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The New York Tribune, February 16, 1946, in quoting 
the majority report said: 


“A comprehensive plan for medical care includes hos- 
pitalization; physician’s care at home, in the office, and 
in the hospital; nursing care, diagnostic services, and 
limited dental care. The cost of this type of plan cover- 
ing every resident of the State has been variously esti- 
mated but it would probably be at least $400,000,000 a 
year. This would mean a cost of at least $30 per capita. 
The commission is of the opinion that this sum represents 
too great an expenditure to be imposed on the people of 
the State, either directly or indirectly ‘throygh govern- 
mental authority, until there has been more experience 
in the field of medical and hospital insurance. 

“There would be serious difficulties in administering 
medical care to 13,000,000 people and avoiding abuses and 
deterioration in the quality of service. Furthermore, the 
facilities in the State with respect to medical, dental, nurs- 
ing and hospital care would need to be greatly expanded.” 
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The report said the commission was unwilling to 
recommend “an experiment on such an enormous scale 
and at such cost and risk” and endeavored to find “some 
plan less than a comprehensive plan, which might be 
used to test out the practicability of a compulsory pre- 
payment plan of medical care,” but that there appeared 
to be no such plan on which the members could agree. 

After fifteen months’ study, the majority report went 
on, the commission “has come to the conclusion that to 
make an experiment in a field heretofore nongovern- 
mental and an experiment at such great cost and affect- 
ing 13,000,000 people, is something which deserves further 
study before definite action is taken.” 


Voluntary Sickness Insurance—Campaign to 
Show Its Advantages 


The California Medical Association, sponsors of the 
California Physicians’ Service, will soon launch a $100,- 
000 newspaper advertising campaign to increase enroll- 
ment in the doctors’ prepaid medical care plan, Ed Clancy, 
executive secretary of the California Committee for Vol- 
untary Health Insurance, told the State Convention of 
Accident and Health Managers Clubs in San Francisco 
on Tuesday (March 7). The medical profession, however, 
he added, is equally interested in the success of all health 
and accident insurance programs. 

Clancy said his committee was formed to educate the 
people of California as to the value of health and acci- 
dent insurance; its importance for the family’s financial 
security in an emergency; its low cost features in com- 
parison with any bureaucratically controlled State or Fed- 
eral system, and the guarantee it generates automatically 
for ever-advancing health standards by keeping virile the 
fundamental incentives in the medical profession. 

“We are to hammer home the fact that better care— 
the care provided by the family physician, means better 
health, and that health and accident insurance means life 
saving insurance,” he said. 

“Our objective,” he added “is to make all Californians 
health insurance conscious and have them voluntarily 
obtain some form of this vital protection. With this accom- 
plished, we will have eliminated all basis for the clamor 
of the bureaucrats for compulsory health insurance, and 
we will have eliminated their attempts to control our 
lives—at least insofar as insurance and medicine are 
concerned.” 

Clancy urged insurance companies to increase their ad- 
vertising appropriations, or to gear their campaigns to run 
simultaneously with the California Physicians’ Service 
advertising during “Voluntary Health Insurance Week” 
—one of the promotional efforts his committee will assist 
in staging in all sections of the State. 

“We want the codperation of the insurance business 
and the medical profession for the mutual preservation of 
both,” he concluded. “We want it now and we want it at 
any time in the future when our American free enter- 
prise system may be under attack from any source.”— 
San Francisco Underwriters Report, March 14. 


British Disclose Medical Care Program For All 


London, March 21.—(AP.)—Britain’s Labor govern- 
ment today published a broad national health program 
proposing government-financed medical and dental care 
for all the 40,000,000 people in England and Wales. 

Details of the program, introduced in the House of 
Commons Tuesday, were disclosed in a government white 
paper which estimated the annual cost would be $68,000,000. 


Opposition Expected 


The plan, as drafted by Health Minister Aneurin Bevan, 
was expected to be strongly opposed by the Conservatives 
and by the British Medical Association. 

The bill provides for: 

Public ownership of all hospitals, except those giving 
instructions to doctor and free hospitalization for all 
patients who need it. 

Establishment of new public health centers for hos- 
pital, clinical, dental and specialist services, with free 
treatment and medicine. 

Eye examinations and the provision of glasses at no 
cost. 


Aid for Poor Districts 


Gradual distribution of doctors by paying higher rates 
of compensation in doctor-scarce industrial and rural dis- 
tricts and by declining permission to new doctors to 
establish themselves in wealthy doctor-saturated districts. 

Doctors who work in public health centers would be 
paid a salary plus a small fee for each patient. Others 
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could practice part time in the centers and carry on a 
private practice for people who elect to stay outside the 
public health plan.—Los Angeles Times, March 22. 


Five Year Health Program Is Goal of Montana Solon 


Washington, March 25.—(AP.)—Senator Murray, Demo- 
crat of Montana, called today for a five year program to 
make Americans healthier. 

“The time has come,” he said, “to stake out long dis- 
tance health goals for America’s future.” 

Murray announced in a statement he has asked the 
American Medical Association, the American Dental As- 
sociation and some 180 other organized groups in the 
health field for their opinions as to what should be the 
“specific health goals” for the next five years. 

The Montanan is chairman of the Senate Education 
and Labor Committee which will open hearings April 2nd 
on proposed legislation for national health insurance. 
The measure contemplates payroll deductions, similar to 
social security, for prepayment of medical and hospital 
costs. 

This and other: proposed health bills cannot be con- 
sidered properly, Murray said, until ‘“‘we know what our 
health objectives should be.” 

Saying he was informed “veritable miracles” can be 
achieved “if we fully mobilize our health resources,” 
Murray added: 

The purpose of this survey on health goals is to get 
definitive views from the entire medical and health pro- 
fession on such questions as how far can we increase the 
average expectation of life 

How far can we go in wiping out or controlling cancer, 
tuberculosis, pneumonia and other diseases? 

How many doctors, dentists, hospital beds and health 
clinics do we need? 

When all the estimates have been received, I shall pre- 
pare a comprehensive summary for use by the committee 
and the public.—Sacramento Bee, March 25. 


Senators, Doctors Hold Vivid Debate on the Health Bill 


Doctors and lawmakers today exchanged conflicting 
opinions about a “National Health Bill,” including com- 
pulsory Government insurance for medical care. 

The doctors, appearing for the 125,000 physicians in 
the American Medical Association, told the Senate Labor 
Committee the Administration’s “Health Bill” would: 

Bring “socialized medicine” and regimentation of both 
doctors and patients, and result in inferior medical care. 

Cost some $4,000,000,000 for a year or more and add 
1,500,000 persons to Government payrolls. 

Fail to produce as good medical care as voluntary pre- 
payment insurance programs which A.M.A. now is spon- 
soring through a non-profit corporation. 

Senator Pepper declared doctors are “prejudiced wit- 
nesses” and the proposed legislation is “not a matter on 
which the people of the country have selected the doctors 
to act for them.” 

Dr. Roscoe L. Sensenich of South Bend, Ind., chairman 
of the A.M.A. board of trustees, agreed but added the 
lawmakers should consult the medical profession on pos- 
sible results. : 

“We Senators won’t make any more money if we pass 
a health bill but a lot of you doctors will make less, if 
we don’t,” Pepper told the witness. 

The lawmakers, including Senators Murray (D., Mont.), 
Pepper (D. Fla.) and Tunnell (D., Okla.), defended the 
health plan and declared: 

The American Medical Association and its controlling 
House of Delegates, are “far behind the times.” 

Some doctors refuse to “treat poor people unless they 
got cash on the barrelhead.” 

Opponents of the health program had “misrepresented 
the facts” by terming it “socialistic and dangerous” and 
were “spending thousands of dollars’ on propaganda 
against it—San Francisco Chronicle, April 18. 


A.M.A.’s National 10 Point Health Program 


In a full page, box display, the Connecticut State 
Medical Journal for April presents the A.M.A.’s program 
as follows: 


Doctor—Inform Your Patients! 


In the best interests of the people’s health, the 
American Medical Association has come forward 
with A National Health Program, A Common- 
Sense Ten Point Program, in which the national 
organization urges... 
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(1) Hicu Stanparp oF LivING, with a mini- 
mum standard of nutrition, housing, clothing, 
and recreation as fundamental to good health. 

2) PREVENTIVE MeEpICcAL SERVICES by well- 
staffed health departments, but medical care for 
the indigent through local facilities, with State 
or Federal aid when necessary. 

_ (3) ApeguatTe MATERNITY Care at a price 
the people can afford to pay, with State or Fed- 
eral aid when necessary. 

(4) ApEeguaTE INFANT AND CHILD Care by 


individual physicians or by welfare stations where 
need is shown. 


(5) HeattH anp DiaGNnostic CENTERS AND 
HosrirtaLs, utilizing present facilities to the 
utmost, and developing facilities where need is 
locally determined by processes provided for in 
the Hill-Burton Bill. 


(6) ExTENSION OF VOLUNTARY PREPAID MEp- 
ICAL AND HospitTaL Care PLANS. 

(7) ApeguaTe MepicaL AND HospitaL CARE 
FOR THE VETERAN, utilizing to the utmost the 
facilities of his own community. 

(8) RESEARCH IN THE MEDICAL SCIENCES in 
a national science foundation. 

(9) Proper DEVELOPMENT oF NATIONAL 
PHILANTHROPIC HEALTH AGENCIES, such as the 
cancer, poliomyelitis, and tuberculosis organiza- 
tions. 


(10) WipespreaD HEALTH EpvucaTION on 


good health habits, and on the availability of 
health facilities. 
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At the bottom of the box is printed: 

WE CONNECTICUT PHYSICIANS BELIEVE THAT IN THE 
PRESENT SYSTEM OF “FREE ENTERPRISE IN MEDICINE,” 
WHICH HAS RESULTED IN THE FINEST MEDICAL SERVICE, 
THIS POSITIVE PROGRAM PROMISES FURTHER EVOLUTIONARY 
PROGRESS. IN SUBSEQUENT ISSUES, EACH PLANK IN THIS 
PROGRAM WILL BE ELABORATED. 
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Immediately beneath the box, appears: 

Your predecessor, the horse-and-buggy doctor, was by 
all odds, the best public relations man of his day. You 
are his successor, and inherit his responsibility in behalf 
of modern organised medicine. In your daily contacts 
with your patients, tell them what organised medicine 
wants and why. 


Connecticut State Medical Journal—The 
President’s Page 

In the April issue of the Connecticut State Medical 
Journal, Dr. Joseph H. Howard, president of the Con- 
necticut State Medical Society, comments on President 
Truman’s national health plan and related matters, as 
follows: : 

At the Conference of Presidents in Chicago last De- 
cember, Dr. Altmeyer, Chairman of the Social Security 
Board, stated that at that moment thousands of people 
were dying because of lack of medical care. This was 
rather shocking to the physicians of Connecticut where 
no person dies because medical care is not available. If 
the condition exists, as Mr. Altmeyer states, something 
should be done about it. If there are areas in the United 
States where people die because there are no hospitals 
or doctors, it is time that these states developed a pro- 
gram for the improvement of medical care. This is a 
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local problem. When proper hospital facilities are avail- 
able, more physicians will settle in these areas. 

The advocates of President Truman’s plan would 
have the American people believe that the only thing 
lacking to make this a disease-free nation would be 
Socialized Medicine. Sidney M. Greenberg, M.D., in an 
article in the C.J.O. News of January 14, 1946, under the 
title of “Health Insurance Can Beat T.B.” states that 
only ten per cent of the patients with tuberculosis are 
discovered early, and the solution to early diagnosis, 
treatment and cure of the other ninety per cent is the 
passage of the Wagner-Murray-Dingell bill. What ab- 
surd reasoning. If Dr. Greenberg has ever practiced 
medicine, he knows his statement is fantastic. 

Rather recently it was noted that a number of cases 
of tuberculosis were being admitted to one of our State 
sanatoria from a particular housing development in an 
industrial community. The State Tuberculosis Commis- 
sion was invited by the Health Officer to make a survey. 
Articles were published in the community newspaper. 
Door to door solicitation was carried on by the Air Raid 
Wardens to encourage each one of the five thousand 
residents to have a chest x-ray at a cost of one dollar, 
or without fee if they were unable to pay. In this 
development, only one hundred and eighty-six people 
reported for an x-ray of the chest. The others were not 
interested. 

Does this new legislation have some method of driving 
people to the doctor? New laws will never change human 
nature. The American people still do what they pledse 
in matters of medical care. When properly informed, 
they will reject compulsion in health insurance. 


Incorporation Papers Granted to Medical Care 
Organization Sponsored by American 
Medical Association 


Broad Objectives of New National Nonprofit Group; 
Meeting Called to Study Operational Plans 


The Secretary of State of Illinois has issued a certifi- 
cate of incorporation to Associated Medical Care Plans, 
according to an announcement in the April 13 issue of 
The Journal of the American Medical Association. 

The new corporation is a national nonprofit organiza- 
tion which will include all state and local medical care 
plans that comply with the minimum standards for medi- 
cal care approved by the Council on Medical Service and 
Public Relations of the American Medical Association. 

7 7 7 


The Journal’s announcement says: 

The objects of the new corporation as set ovt in the 
articles of incorporation are broad. They embrace a 
variety of activities, which can be expanded as future 
experience and developments may indicate. Specifically, 
the authority granted by the state of Illinois permits the 
new corporation “to promote establishment and opera- 
tion of such nonprofit, voluntary ‘medical care plans 
throughout the United States and Canada as will ade- 
quately meet the health needs of the public and preserve 
and advance scientific medicine and the high quality of 
medical care rendered by the medical profession of the 
two countries.” Significantly, the corporation recognizes 
that “state and local medical care plans should be autono- 
mous in their operation so that the needs, facilities, 
resources and practices of their respective areas can be 
given due consideration, but that the health and welfare 
of the public is advanced by the co6rdination through 
the medium of this corporation of methods, coverages, 
operations and actuarial data.” 

7 7 7 


The actual activities that are at present contemplated 
are indicated by the specific duties that the proposed by- 
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laws impose on the commission of the corporation, which, 
in effect, is the corporation’s board of directors. The 
commission is directed to undertake and promote: 


(a) Research and compilation of statistics with special 
studies of experience and collection and distribution of 
financial and service data. 


(b) Consultation and information services based on 
contacts with existing and contemplated plans concerning 
administrative policies and procedures, and the distribu- 
tion of significant literature and information. 


(c) Public education by interpreting the national scope 
and significance of the medical care plan movement under 
medical society auspices with publicity methods suitable 
to the various groups in the public and yet consonant 
with proper professional practices. 


(d) Coérdination and reciprocity among plans with 
reference to transference of subscribers and benefits in 
the development of national enrollment among large enter- 
prises and authoritative contacts with governmental or 
national agencies such as Farm Security, welfare and 
industrial groups. 

The necessary details dealing with the manner in which 
these duties will be performed are matters that will 
evolve from future meetings of the commission and of 
members of the corporation. To expedite the initiation of 
corporate activities, a meeting of the commission has 
been called for April 26 and 27 in Chicago from which 
will emerge considered operational plans. These will be 
presented for approval to the first meeting of the mem- 
bers of the corporation, now tentatively to be held in 
San Francisco the two days immediately preceding the 
annual session of the American Medical Association in 
July. 
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Among the more pressing matters of the agenda of 
the commission for its April meeting is acceptance of 
applications for membership and appointment of an execu- 
tive director to administer the day by day activities of 
the corporation. Plans, at ‘least temporarily, call for the 
establishment of an office, with necessary administrative 
and clerical staff, in the headquarters building of the 
American Medical Association, thus facilitating codrdi- 
nation of the activities of the new corporation and of the 
Council on Medical Service and Public Relations of the 
American Medical Association. 

9 q 7 


The following men are serving as indicated on an 
interim basis until the membership can elect officers at 
the corporation’s first annual meeting: 

President—F. E. Feierabend, M.D., of Surgical Care, 
Inc., Kansas City. 

Vice-President—William M. Bowman, of the Califor- 
nia Physicians’ Service, San Francisco. 

Treasurer—Norman M. Scott, M.D., of the Medical 
Service Plan of New Jersey, Clinton. 

Secretary—Jay C. Ketchum, of the Michigan Medical 
Service, Detroit. 

Commissioners—Willard C. Marshall, Oregon Physi- 
cians’ Service, Portland; Edwin M. Kingery, Iowa Medi- 
cal Services, Des Moines; Arthur J. Offerman, M.D., 
Nebraska Medical Service, Omaha; L. Howard Schriver, 
M.D., Ohio Medical Indemnity, Cincinnati; Lester H. 
Perry, Medical Service Association of Pennsylvania, 
Harrisburg; Herbert H. Bauckus, M.D., Council, Medi- 
cal Society of State of New York, Buffalo; Raymond L,. 
Zech, M.D., Seattle, Council on Medical Service and 
Public Relations of the American Medical Association ; 
A. W. Adson, M.D., Rochester, Minn., Council on Medi- 
cal Service and Public Relations of the A.M.A., and 
Edward J. McCormick, M.D., Toledo, Council on Medi- 
cal Service and Public Relations of the A.M.A. 
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COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


Wagner-Murray-Dingell Bill, S. 1606—Pro and Con 
Comment by a Washington Bureau 


Washington, April 1—Battle lines were drawn today 
for what promises to be a long and torrid debate on the 
first piece of basic social reform legislation to pop up 
here in many years—the national health act. 


The act, perhaps better known as the Wagner-Murray- 
Dingell bill, comes up for a hearing tomorrow before the 
Senate Committee on Education and Labor. Propaganda 
guns on both sides soon will be making so much noise 
that it will be a wise citizen who can keep sight of the 
real issues. 


A new weapon was wheeled into the firing line on the 
pro side of the controversy when the Committee for the 
Nation’s Health organized to keep the public informed. 

Already in position on the other side is the American 
Medical Association, which, the new committee charged, 
has set up the National Physicians committee to spend 
$400,000 a year to beat the Wagner-Murray-Dingell act. 


One of the first acts of the new committee was to hear 
Rep. John M. Dingell, one of the fathers of the bill, 
declare the plan has wide support—particularly among 
the people of California. 


That may come as a surprise to many members of the 
California State Legislature, where proposals for com- 
pulsory health insurance have met sudden death with the 
benefit of certain attending physicians. 


Regardless of what the California Legislature thinks, 
Dingell declared, a California poll shows the people there 
want “the highest type of medical protection for the 
lowest possible cost. 

“And they don’t care whether you call it federalized 
medicine or socialized medicine; they want it,” Dingell 
said. The poll, he added, was taken by a California 
physicians’ group. 

Among the famous personalities sponsoring the com- 
mittee for the nation’s health are these Californians: 
Atty. Gen. Robert W. Kenny, editor Chester Rowell of 
San Francisco and radio personalities Norman Corwin 
and Orson Welles. 

Since the term “socialized medicine” is the handy but 
inaccurate label pasted on the plan by its opponents, the 
committee is searching for an effective piece of counter- 
propaganda. 5 

One correspondent at today’s session suggested the 
present doctoring system be dubbed “commercialized 
medicine.” 

But what the committee wants most of all to do is 
to sell the Wagner-Murray-Dingell bill by the simple 
expedient of telling the folks back home what the 
measure proposes to do. 

Heading the committee is Channing Frothingham, a 
successful and non-political doctor from Boston, who 
says he and many other physicians think W.M.D. looks 
like a pretty good prescription. 

Symptoms which the good doctor and his helpers say 
indicate the present medical system is not adequate in- 
clude these: 

In many rural areas there is only one doctor for every 
3,000 persons; in many cities the ratio is one doctor for 
every 600 persons; doctors and hospitals seem to con- 
centrate in areas where the money is, not where the 
sickness is. 

About 15,000,000 Americans are without a recognized 
general hospital. 

People with low incomes have more sickness and get 
less attention than those with high incomes. 
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Forty per cent of the men called by the draft were 
unfit. 

In prewar days, 11 countries had lower infant mor- 
tality than the United States; 20 had lower death rates 
among people 35 to 64 years old. 

Disease and sickness cost the American industrial ma- 
chine 500,000,000 lost man days per year. 

The remedies proposed in the national health act 
include these, among others: 

A compulsory health insurance program costing 3 to 4 
per cent of the individual’s income up to $3,600 annually 
—split between the worker, the boss and the Federal 
Government, as in the present social security system. 

Complete freedom for patients to choose doctors, and 
vice versa. 

Expansion of preventive medicinal practices to every 
part of the country through grants to local health 
departments. 

Fees to be set by doctors’ committees in each state and 
administration to be managed by local committees. 

Full medical care to veterans—who are now limited to 
service-connected disabilities—and their families. 

Location of more doctors and more hospitals in rural 
areas. 

Continuation of high fees for those who want and can 
afford luxury treatment; for the rest, insurance to pay 
their doctor and hospital bills—Frank Rogers of “Daily 
News Washington Bureau” in Los Angeles Daily News, 
April 2. 


United Public Health League Comment on S. 1606 
April 9, 1946 


Special Bulletin—410 Hill Building, 17th and I Streets, 
Washington, D.C. 


Senate committee hearings on S-1606, the Murray- 
Wagner Bill, opened with a bang and developed a fist- 
shaking verbal brawl between Senators Murray and Taft. 
Senator Murray began the hearings of his Committee on 
Education and Labor on April 2nd with a statement in 
which he commented on an editorial in the Washington 
Post warning against condemning programs for health 
insurance as “communistic.” Lauding the editorial, Mur- 
ray stated that it offered “good advice to people not to 
be making charges that this measure is communistic.” 

“TI consider it socialistic,” Taft interposed. “It is in my 
mind the most socialistic measure ever considered by 
Congress.” Murray insisted that Taft keep quiet and 
permit him to complete his introductory statement. Taft 
demanded the right to make a statement. 


Murray stood up and shouted at Taft, but the latter 
refused to remain quiet. Murray threatened to call a 
policeman and have Taft thrown out of the meeting. 
Finally in disgust Taft arose, told the chairman (Mur- 
ray) that he was not fit to preside over the Committee 
hearing and stalked out of the room, saying he would 
not return. 


During this argument only one other Republican, 
Senator Alexander H. Smith of New Jersey, was present. 
Senators Murray and Wagner on the Democratic side 
were also fresent. , 


Senator Taft did get into the record the fact that he 
will present a national health bill of his own for a 
“comprehensive medical program” providing Federal aid 
to the states. 

Senators Murray, Wagner, Thomas, Taft, Pepper, 
Smith, Fulbright and Morse were present at intervals 
during the hearings on the opening day, Senator Wagner 
being the only one, in addition to Chairman Murray, to 
remain for the entire session of 2% hours... . 
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Re: S. 1606—Wagner-Murray-Dingell Bill 
(copy) 
NATIONAL PuysiciANs COMMITTEE 
Chicago 2, Ill., April 9, 1946. 
Hearings on S. 1606 


On April 2 hearings on Senate Bill 1606 were begun. 
The following witnesses have appeared before the Com- 
mittee during the first week of the hearing: Senator 
Robert F. Wagner, New York; Senator Claude Pepper, 
Florida; Congressman John D. Dingell, Michigan; Dr. 
J. W. Mountin, representing the Surgeon General of 
the United States Public Health Service; Watson B. 
Miller, Federal Administrator of the Federal Security 
Agency; Arthur J. Altmeyer, Chairman of the Social 
Security Board; Leo J. Linder, Chairman of the National 
Committee on Social Legislation of the National Lawyers 
Guild, and William Logan Martin, representing the 
American Bar Association. 


Each of these witnesses was interrogated at length by 
members of the Committee, and each, in turn, filed a 
lengthy statement expressing the point of view of his 
group or agency. Summaries of the testimony and the 
statements will appear in current issues of the Journal 
of the American Medical Association. 


On the first day of the hearings, immediately after 
Chairman Murray had opened the session, Senator Rob- 
ert Taft, Ohio, requested permission of the Chairman to 
make a statement. Permission, was refused, and there 
followed a very heated discussion between Senators Taft 
and Murray. 


Notable incidents which occurred during the hearings 
were the intelligent and thought-provoking questions and 
statements by Senators Ellender, Louisiana; Donnell, 
Missouri, and Aiken, Vermont. 


Prelude to Hearings 


In the March 29 issue of PM, leftist New York City 
daily newspaper, the major portion of two pages was 
used to villify the efforts of the medical profession— 
and particularly the work of the National Physicians 
Committee—to preserve for the people of this nation 
our present system of medical care. The PM tirade is 
interesting and pertinent because it provided the propa- 
ganda background for the Committee hearings and evi- 
dence that the radical, leftist forces recognize the scope 
and effectiveness of the N.P.C. program... . 


In our Informational Bulletin No. 3 we quoted the 
full text of the form letter which Senator Murray has 
sent to most of the State and County Medical Societies 
which had requested the privilege of testifying before 
the Committee. It was also suggested that medical so- 
cieties prepare statements for filing with the Committee 
after the principal witnesses who favor this legislation 
have been heard. 


Witnesses from State and Local Medical Societies 


On Wednesday, April 3, it was learned that Chairman 
Murray had appointed a Sub-Committee composed of 
Senators Fulbright, Arkansas; Smith, New Jersey, and 
Morse, Oregon, to review the large number of applica- 
tions that the Committee has received from other than 
national organizations. This Committee has been in- 
structed by the Chairman to report to the Whole Com- 
mittee those organizations at the state and local level 
who should be invited to present witnesses. There is 
no indication at this time what the action of the Fulbright 
Sub-Committee will be; however, on Thursday, April 4, 
responding to a comment by Senator Donnell, Chairman 
Murray said: 

“Iam sure that we will have that (the point of view 


of organized medicine) during the course of the hearings, 
and I suppose that we will have representatives of the 
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American Medical Association here, and they have al- 
ready indicated their intention to be here, and the rep- 
resentatives from several of the State organizations will 
be here.” 


In the light of Fulbright Sub-Committee activities and 
Chairman Murray’s statement, it would seem most im- 
portant that State and Local Medical Societies continue 
and intensify their efforts to present witnesses before 
the Committee. 


COMMITTEE ON MEDICAL EDU- 
CATION AND MEDICAL 
INSTITUTIONS 


U. C. Testimonial Banquet to Its Service Men 

In San Francisco, on the evening of April 25, 1946, 
at the Palace Hotel, University of California Medical 
School alumni and staff members met at banquet, in 
honor of their returning military fellows. 

If possible, text of some of the addresses will be se- 
cured for presentation in CALIFORNIA AND WESTERN 
MEDICINE. 

Program of the evening follows: 


National Anthem 
Toast to Servicemen 


Orchestra 

Dean Francis Scott Smyth 
Toastmaster 

Col. Gordon E. Hein, For the Army 

Capt. Clark M. Johnson, For the Navy 


q 7 7 


Response 


Dinner 
Memorial Emeritus Dean Langley Porter 
Welcome Home, Confreres 
Pictorial Philip H. Arnot 
Welcome Home, Californians, His Excellency, 
The Governor of California, Earl G. Warren 
Address...Major General Paul R. Hawley, Medical De- 
partment, United States Veterans’ Administration 


All Hail, Blue and Gold 


Condition of German Medical Schools: Their Condi- - 


tion Very Poor: So States Dean of Duke University 
School of Medicine 


Information has been made available concerning the 
German medical schools which was gathered by Dr. 
Wilburt C. Davison, dean of the Duke School of Medi- 
cine, on his trip abroad last summer. 

Conditions in the German hospitals and universities 
which teach medicine, according to Dr. Davison, were 
poor. Of the seven schools in the United States zone of 
occupation, only three were physically intact at the time 
of Dr. Davison’s observation. These were the schools at 
Marburg, Heidelberg and Erlangen. The other four, those 
at Giessen, Frankfort, Munich and Wurzburg, had im- 
provised usable accommodations for the hospital care of 
patients in their communities, but their facilities for 
teaching were inadequate. 

Of the German medical schools, Dr. Davison had this 
to say: “The German medical schools, which were good 
in 1912, have not kept pace with the advances in medi- 
cine. Except for.an occasional specialist who has become 
famous, the German graduates, even those who took 
postgraduate work as assistants, are not equal to the 
average American senior medical student. 


Inadequate Laboratory 


“The reasons are lectures without adequate laboratory 
and clinical work, too many students with little or no 
selection, inadequate facilities, and faculties which are 
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too small, the members of which do not know modern 
non-German medicine, whose salaries depend on the num- 
ber of their students so that they are tempted to encour- 
age an increased enrollment, who also examine their own 
students and thus may lower standards, and who have 
too much private practice. Futhermore, the separation of 
research workers from the medical schools into Kaiser 
Wilhelm institutes has reduced the productiveness of 
German medicine so that the medical journals for a gen- 
eration have been of little scientific value. 

“Unfortunately, most of the Germans do not realize 
that improvement, reorganization, limitation and super- 
vision of medical education are necessary. As a result, 
although accurate figures are not available, German phy- 
sicians, in addition to being poorly trained, are too nu- 
merous. The early opening of the medical schools is un- 
necessary to supply more physicians, but it is desirable 
in order to maintain continuity of medical education. The 
German medical schools should be a warning to us not 
to let our pride in American medical education reach the 
point at which we are completely satisfied and are un- 
willing to try to improve it.” 

Three programs were suggested for the opening of the 
medical schools in Germany: (1) limited denazification 
without reform, the removal of only those individuals 
arrested under orders of AMG or removed by action of 
the present faculty or its planning committee; (2) com- 
plete denazification and reform with active American 
participation, selection of the students, reorganization of 
the cirriculum and active participation by American 
medical schools in the German medical school revamped 
program; and (3) the complete denazification of the 
medical faculties without reorganization or reform of the 
medical curriculum, except for the elimination of Nazi 
ideology and dangerous research activities. 

In Dr. Davison’s opinion, the last of these programs is 
the most practical one. Complete denazification removes 
about 50 per cent of the existing faculties and staffs 
from the schools although it leaves the Germans faced 
with the problem of gathering adequate personnel and 
maintaining the standards of medical education. This is 
in accord with the AMG principle of making the Ger- 
mans work out their own problems. Two of the medical 
schools were able to conduct postgraduate courses with a 
denazified staff and were able to open in November, 1945, 
with regular medical semesters—Durham, N. C., Morn- 
ing Herald. 


COMMITTEE ON: MEDICAL 
DEFENSE 


On Charges of Manslaughter 


An Editorial in The Bulletin of the Los Angeles County 
Medical Association of March-7, 1946, by Louis J. 
Regan, M.D., President of the Los Angeles 
County Medical Association 


In an article elsewhere in this issue of The Bulletin 
there appears a report which presents a fair extract and 
outline of the case of People v. Edward Albarian and 
June Coleman. 

Messrs. Richard L. Kirtland and Wm. W. Vaughn, 
who represented Dr. Albarian, and Mr. Harry Duckett, 
who represented Miss June Coleman, deserve not only 
congratulations but also the highest commendation for the 
meticulous preparation and the skillful presentation of 
this important case. 

This case merits the thoughtful consideration of every 
physician in California. Had a conviction resulted on the 
trial, the practice of medicine in this State must have 
been radically affected thereby, as will inevitably occur 
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when and if any physician is convicted of manslaughter 
on the grounds that, although engaged in an act lawful 
in itself, he failed to act “with due care and circumspec- 
tion” in his professional care of a patient as the result 
of which the patient died. 


In considering this problem generally, the potentiality 
of one type of case immediately comes to mind. There 
are many reported instances of foreign bodies, metallic 
and other, having been left in the abdomen following 
abdominal surgery. No one would reasonably maintain 
that such an occurrence resulted due to anything other 
than inadvertence. Further, could anyone reasonably main- 
tain, in the present state of human development and medi- 
cal practice, that he could or would guarantee that no 
foreign substance will ever be left in a body cavity fol- 
lowing surgery? What then if a surgeon must, under 
peril of criminal prosecution, see to it that no foreign 
substance is ever inadvertently left in the body of a pa- 
tient? (It being understood, of course, that criminal 
prosecution for manslaughter could not result except when 
it is claimed that the patient died as the result of the al- 
legedly negligent act.) 


If, after Dr. X does an abdominal operation, his pa- 
tient dies of intestinal obstruction, due to a loop of bowel 
being caught in the handle of a hemostat left in the 
abdominal cavity after closure and thereafter and thereon 
Dr. X is convicted of manslaughter, will not Dr. A or 
Dr. B or Dr. C be likely candidates for successful prose- 
cution on an analyagous set of facts? 


It would be a very happy situation if the degree of 
negligence required in California to support a conviction 
in the type of case under consideration were “gross,” 
“wanton,” “willful,” but such is not the case. In the case 
of People v. Albarian and Coleman, the prosecution 
argued not only that ordinary negligence was sufficient to 
justify the jury in finding a verdict of “guilty,” but that 
doctors, since they are instrumentalities dangerous in 
themselves, and their patients are not in a position to pro- 
tect themselves, must be held to a higher standard of 
care than other people. 


It has been previously pointed out and is now strongly 
reaffirmed that the malpractice trend in California is 
alarming and vicious. The community has become pretty 
generally conditioned to the situation, to the great injury 
of medical prestige and to the great distress of the many 
physicians who individually become targets for malprac- 
tice accusations. 


It is the duty of the medical profession to destroy the 
malpractice “racket,” not because of what the profession 
itself is thereby suffering, but because of the injury to 
the public generally. The standards of practice tend to 
be deleteriously affected by the multitude of unjustifiable 
malpractice claims. 


It can be declared as an unquestionable fact that the 
attitude of the profession toward honest malpractice 
claims has been and is an eminently fair one. The medi- 
cal group rot only approves the reasonable compensating 
of any patient injured through the ignorance or negli- 
gence of his medical attendant, but is striving continv- 
ously to raise standards of medical practice and to elimi- 
nate the unqualified and careless practitioner: 

The malpractice situation in this community is a miser- 
able one. All of our efforts up to this time have failed to 
improve the picture materially. It is crystal clear, how- 
ever, that it is solely and completely our job. Any legal 
steps to accomplish the desired end should be taken. 

Louis J. Recan, M.D. 
* * * 
Information: Manslaughter 


The Pcople of the State of California v. Edward Albarian 
and June Coleman 
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On October 6, 1945, Dr. Edward Albarian, D.O. and 
June Coleman, R.N., were accused of manslaughter by a 
complaint filed in the District Attorney’s office of Los 
Angeles County. After a three-weeks’ trial and on Febru- 
ary 6, 1946, the jury in Judge Clement D. Nye’s court re- 
turned a verdict of not guilty as to both defendants. 

Messrs. Richard L. Kirtland, of the law firm of Reed 
and Kirtland, and William W. Vaughn, of the firm of 
Maddox & Vaughn, represented Dr. Edward Albarian. 
The nurse, June Coleman, was represented by Mr. Harry 
Duckett, of the firm of Spray, Davis & Gould. 

This case was of unusual interest to both the medical 
and legal professions since it is the first time in Los An- 
geles, insofar as is known, that a physician or nurse has 
ever been accused of manslaughter, a felony, arising out 
of the death of a patient undergoing treatment when 
admittedly the defendants were not at the time engaged 
in any unlawful act. 


Defining Manslaughter 


Involuntary manslaughter is the killing of a human 
being in the commission of an unlawful] act... or in the 
commission of a lawful act which might produce death 
without due caution and circumspection. In previous 
prosecutions under this statute the accused was at the 
time allegedly engaged in an unlawful act as the result 
of which the death occurred. These prosecutions arose 
out of two general classifications—one, while in the per- 
formance of an illegal abortion, and two, while attempting 
to treat by a method for which the accused was not 
licensed. An example of the latter is where a naturopath 
attempted surgery as a result of which the patient died 
due to ignorance and negligence in the surgery. 

In the instant case it was not contended that the de- 
fendants were engaged in any unlawful act, but merely 
that in the performance of a lawful duty (lawful prac- 
tice of their professions), they committed an act which 
might cause death (disputed), and which did cause death 
(disputed), and in so doing acted without due caution 
and circumspection—or negligently (disputed). 


Had They Been Convicted 


Had these defendants been convicted no physician or 
nurse could have any reasonable assurance that they 
would not be prosecuted and possibly convicted in any 
case being treated where death resulted, if it,could be 
established that they had been negligent in any degree 
in the treatment. In short, every death case occurring 
during treatment would be a potential manslaughter case. 

Dr. Edward Albarian and Nurse June Coleman were, 
respectively, an interne and a nurse in the Los Angeles 
County General Hospital. Pauline Estrada, a 14-year-old 
Mexican girl, was brought to the hospital on October 6, 
1945, with a condition diagnosed in the admitting room 
as “acute appendicitis and probable ruptured appendix.” 
She was scheduled for emergency surgery and orders 
given for 1,000 cc. of normal saline i.v. preoperatively. 
Nurse June Coleman took a liter bottle off a cupboard 
supposed to contain only hypertonic solutions of con- 
centrated strengths of less than 10 per cent. She read the 
label as ‘‘Physological Salt Solution.” After preparing an 
intravenous set-up she placed the bottle at the bedside 
of the patient, awaiting the arrival of Dr. Albarian, who 
was to give the intravenous solution. Dr. Albarian walked 
into the room, looked at the bottle, read the label as 
“Sodium Chloride 2 per cent,” and started the intravenous 
injection. Nurse Coleman came into the room, observed 
that the intravenous had been started, and left to get a 
clamp at Dr. Albarian’s order. After the clamp was ap- 
plied both Dr. Albarian and the nurse left the room and 
did not thereafter see her during her lifetime. 


The Autopsy Report 


One hour and 45 minutes later an attendant on the 
ward reported to the head nurse that the patient’s condi- 
tion was not good, whereupon a resident physician was 
called who attempted heroic measures to revive the pa- 
tient, without avail. More careful observation of the label 
disclosed that the solution was 20 per cent sodium chloride 
and that approximately 350 to 550 ec. had been given. 

The autopsy surgeon, Dr. Frank R. Webb, reported the 
cause of death as ‘“hematolysis due to strong saline solu- 
tion due to acute appendicitis with ruptured appendix.” 
Rfter a Coroner’s inquest, the District Attorney issued 
an information charging the two defendants with man- 
slaughter. 

From the time of the autopsy surgeon’s report, local 
newspapers gave much attention to the story, which was 
labeled “Wrong Bottle Case.” 
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In the trial of the case the People contended that the 
defendant, Dr. Albarian, acted without due caution and 
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circumspection in that he did not check the bedside chart 
(which admittedly was not at the bedside), and had he 
done so he could have seen that a normal saline solution 
was ordered and not 20 per cent, as given, and not 2 per 
cent, as he intended to give; and in reading the label as 
2 per cent, where careful observation would have shown 
that the label read 20 per cent. 

As to Nurse Coleman, it was contended that she had 
acted without due caution and circumspection in not 
closely observing the label and ascertaining that it con- 
tained 20 per cent sodium chloride and not physiological 
salt solution, as she alleged; and as to both defendants, 
it was urged that the solution killed the girl. 


Generalized Peritonitis 


The defense contended that Dr. Albarian had acted 
with due care and circumspection, since (1) the label on 
the bottle was so poorly stamped that it more closely re- 
sembled 2 per cent than 20 per cent; (2) that the bottle 
was a stock solution not to be taken from the pharmacy, 
and should not have been on the ward; (3) that it was 
placed in a cupboard where no solutions were permitted 
other than hypertonic solutions of less than 10 per cent 
concentrated strength; (4) that concentrated solutions 
were not supposed to be kept in liter bottles; and (5) 
that it had not been the custom under war conditions in 
the County Hospital for the interne to check the bedside 
charts before giving intravenous medications. It was also 
contended that the girl died from overwhelming sepsis 
due to generalized peritonitis and septicemia. 

Nurse Coleman maintained that she had checked the 
sabel before preparing the set-up and that it read ‘“‘Physio- 
logical Salt Solution,” and that she did not know how 
the 20 per cent sodium chloride bottle got on the bedside 
stand while she was out of the room, and that she was 
not present, as was the custom, when the intravenous was 
started, at which time it was customary to finally check 
the label on the bottle with the interne who would ad- 
minister it. 

At the preliminary hearing the autopsy surgeon main- 
tained that 20 per cent sodium chloride in any amount 
was a lethal dose, and that 10 per cent, 5 per cent, 2 per 
cent, or any other concentration greater than .85 per cent 
could not be “safely given.’’ He likewise testified that 
the 20 per cent saline solution caused hematolysis—‘‘a 
disintegration of the red blood cells,’”’ which in turn caused 
the patient’s death. 


Evidence of Infection 


At the trial the autopsy surgeon admitted that the 
organs, when observed grossly, disclosed various condi- 
tions which were consistent with sepsis. It wac likewise 
admitted that tissue slides demonstrated a septic spleen, 
myocarditis, and other conditions consistent with sep- 
ticemia. But the autopsy surgeon contended that even 
though there was evidence of sepsis and septicemia, the 
appendix had probably ruptured after death (on autopsy), 
and that the peritonitis, if any, was local and not gen- 
eral, and, therefore, had “not progressed to the point 
where it would cause death.”’ At the same time he insisted 
that death was due to the “strong saline solution,” 
though admitting that he had read that sodium chloride 
had been given in some cases (ileus and wet brain cases), 
in amounts up to 300 cc. and in strengths up to 30 per 
cent. 

An outstanding scientist in this community, a professor 
of pharmacology and toxicology at the University of 
Southern California School of Medicine, exhibited the 
autopsy surgeon’s slides in the court room by a micro 
projector, and showed that in the tissue slides of each 
organ there was marked evidence of infection. A slide 
taken of the peritoneal fluid was interpreted as showing 
“a considerable quantity of mixed bacteria, including 
streptococcus viridans,” and concluded that general perito- 
nitis was present for some hours before death. He further 
concluded that on the basis of anima) experimental work 
it was his opinion that death was due to overwhelming 
septicemia and peritonitis due to a ruptured appendix. 

The autopsy surgeon testified on the preliminary hear- 
ing that slides taken of the blood showed complete 
hemotolysis. The pahrmacologist and toxicologist reported 
that the Wright stain slide and the H & E slide showed 
no hemolysis and only slight crenation. 

Two pathologists connected with the Coroner’s office 
testified that they were present when the autopsy surgeon 
performed the post mortem, and testified that they ob- 
served nohing, grossly or microscopically, that indicated 
hemolysis or any other condition resulting from a “strong 
saline solution,” and on the other hand observed clear 
evidence of sepsis and general peritonitis, and attributed 
death to that cause. 


Testimony Re Percentages 
An outstanding physiologist at the Los Angeles College 
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of Osteopathic Physicians and Surgeons, testified that as 
a result of animal experimental work done in the college 
laboratory he had ascertained: (1) That 20 per cent 
sodium chloride in equivalent amounts (or double 
amounts) did not cause death or other harmful effects ; 
(2) that it most assuredly did not cause hemolysis and 
only slight crenation; (3) that the results were the same 
in normal animals and peritonized animals, and that all 
infected animals had lived through and after the infusions 
except the peritonized animals, and that the infused peri- 
tonized animals lived longer than the non-infused perito- 
nized animals; (4) that all deaths occurring in the experi- 
ments were due to peritonitis and not to any saline 
solution. 

Three well known surgeons testified regarding their per- 
sonal experience with 20 per cent and 30 per cent sodium 
chloride solutions in amounts to 300 ces. and other hyper- 
tonic solutions in strengths to 50 per cent, and in various 
amounts. To a hypothetical question which assumed facts 
similar to this case (including the fact that the deceased 
had from time of birth been in the same hospital 96 times 
for numerous infectious and contagious diseases), con- 
cluded that death was due to “septicemia due to general 
peritonitis from acute appendicitis and ruptured ap- 
pendix.” 
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In polling the jury after verdict (reached within one 
hour of deliberations), they gave the following reasons 
for their decision: 

(1) That the autopsy surgeon did not know what he 
was talking about and was evasive to questions on cross- 
examination. 

(2) That the bottle was so poorly labeled that the mis- 
reading of the label was understandable and did not con- 
stitute negligence. 

(3) That the error, if any, was due to the “higher-ups” 
in the hospital and to “pressure of business,” and over- 
work under war conditions. 

(4) That there was at least a reasonable doubt whether 
the death was due to the saline solution or the septicemia. 

The District Attorney, in his closing argument, stated 
that the osteopaths and the medics were, for the purposes 
of this case, on a “honeymoon,” but that “divorce pro- 
ceedings” would be filed as soon as the case ended.—The 
Bulletin of the Los Angeles County Medical Association. 


COMMITTEE ON HOSPITALS, 
DISPENSARIES AND CLINICS 


Veterans’ Administration Medical Plan 
183 Hospitals (151,500 Beds) by 1948 


The Veterans’ Administration is getting underway on 
a three-point hospitalization program. General Omar N. 
Bradley, Administrator of Veterans’ Affairs, says it 
should give ex-servicemen and women medical care 
“second to none.” 


The three points of the program are: 


1. Immediate construction of $448,000,000 worth of 
new hospitals (80 of them) and additions to several 
present ones. 


2. A drive to staff V.A. hospitals with the best doctors 
in the country. 


3. An arrangement with state medical groups to give 
veterans with service-connected disabilities treatment in 
their home towns by their own private doctors and 
hospitals. 

Congress Appropriation 

Plans drawn up and in some cases already working are 
largely the result of Dr. (formerly Major General) 
Paul R. Hawley’s conception of what the veteran should 
get. Hawley is chief of V.A.’s new Department of Medi- 
cine and Surgery. 

Congress has authorized the $448,000,000, but has 
actually appropriated only $300,000,000. V.A. says it is 
confident the remaining $148,000,000 will be appropriated 
this year and that the entire construction program will 
be completed by mid-1948. 

V.A. now owns 103 hospitals, valued at $227,000,000. 
They house 95,000,000 patients. 
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In the meantime, 5,200 beds in Army and Navy hos- 
pitals are filled with veterans. In addition, V.A. has ac- 
quired 21 Army and Navy hospitals, some of which will 
become permanent V.A. property. A few thousand V.A. 
patients are housed in other public and private hospitals. 

But it’s not only brick and masonry that V.A. must 
have to handle the health of possibly 20,000,000 veterans. 
Dr. Hawley says he means to see that his hospitals are 
staffed with the best doctors in the country. 

He explains that’s one reason he is insisting V.A. hos- 
pitals go up in populated areas near medical centers. 
Opposition to Hawley’s desire to locate hospitals where 
he thinks they will do the most good has been heard on 
various sides. But Hawley, backed by General Bradley, 
is sticking hard by his decision. 


Medical Schools 


He has enlisted the aid of almost all of the country’s 
77 Class-A medical schools. The setup worked out be- 
tween V.A. and the schools of medicine calls for the 
training of V.A. doctors as specialists and for the loan 
of outstanding civilian doctors to V.A. as part-time con- 
sultants. 

A new law also allows V.A. to hire competent physi- 
cians and surgeons at good salaries and to offer them 
opportunity for advancement. Previously, all V.A. doc- 
tors were Civil Service employees, bound to seniority 
rules. 

Indication this law will give V.A. the pick of some of 
the finest doctors in the country is found in the increase 
of job applications to V.A. by doctors both in and out of 
armed forces. Fifty applications are received daily at the 
V.A. central office in Washington from nurses, doctors 
and dentists. Branch offices, too, are receiving appli- 
cations. 

During the last six months of 1945 only 600 doctors 
and nurses were hired by V.A. So far this year more 
than 2,500 have been added to V.A. payrolls. 

Dr. Hawley says he expects applications to keep in- 
creasing and that in 1948 he will head a staff large 
enough to man 151,500 beds in 183 hospitals. 


Treatment at Home 


V.A.’s efforts to ease the burden on its own hospitals 
by allowing veterans with service-connected disabilities 
to get treatment at their own private hospitals and from 
their own home-town doctors is almost revolutionary. 

Contracts already signed with state medical societies 
of seven states provide disabled veterans may get “out- 
patient” treatment from any private physician who is a 
member of the society. The doctor bills his society, and 
the society bills V.A. (A similar, but limited program, 
has long been a part of V.A.’s medical setup.) 

The “home-town” medical care program was recom- 
mended by Bernard Baruch in a report requested by Gen- 
eral Bradley last August. 

California, New Jersey, Michigan, Kansas, Washing- 
ton, Oregon and North Carolina are the states which 
have the program. 

The California Physicians’ Service, which has taken 
over the job, says it expects virtually 100 per cent co- 
operation from its 6,100 members. 

Only veterans who have service-connected disabilities 
are eligible to participate in this out-patient plan. 

Veterans with non-service-connected disabilities are 
eligible for free hospitalization, however, provided two 
conditions are met :(1) They must sign a statement say- 
ing they are “financially unable” to pay for the treatment 
they need, (2) there must be room for them in a V.A. 
hospital. 

The bulk of the 151,500 beds V.A. expects to have in 
1948 will be filled with non-service-connected cases. 
Even today non-service cases far outnumber service-con- 
nected.—San Francisco Chronicle, March 31. 
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General Bradley Promises California 13,000 
Veteran Hospital Beds 


A threefold expansion of beds in California veterans’ 
hospitals by 1950 was recently promised the State’s 
House delegation by General Omar N. Bradley, Veter- 
ans’ Administrator. 

General Bradley answered the protest of California 
Congressmen that the 4,491 beds in the State’s veterans’ 
hospitals now are insufficient with a promise of 13,000 
beds by 1950. 

He said, however, shortages of doctors and nurses 
would hamper immediate expansion of medical facilities 
for veterans. One factor in the shortage is the need of 
caring for both veterans injured in combat and those 
suffering from non-combat ailments. 


Veterans Administration to Build New Hospitals 


The Veterans’ Administration recently announced it 
has turned over to Army engineers plans for the con- 
struction of new medical units at Fresno and San Fer- 
nando and Phoenix, Arizona, costing $6,596,219. A 250- 
bed hospital at Fresno and a 150-bed tuberculosis addi- 
tion is planned at San Fernando. 

The Veterans’ Administration also ordered a speedup 
of hospital construction in Los Angeles planned to in- 
clude several new buildings costing $1,998,892. 


Lieut. Governor Houser on Blue Cross Plan Board 


Lieut. Governor Fred Houser was elected to the board 
of directors of the Southern California Blue Cross Plan 
at its annual meeting, held in Los Angeles recently, ac- 
cording to Ralph Walker, executive director. 

Mr. Houser was elected for a two-year term to fill an 
existing vacancy. 

Elected for three-year terms were T. E. Ivey, Jr., 
vice-president of California Bank; Jess V. Buck, super- 
intendent of Murphy Memorial Hospital, Whittier; Dr. 
J. J. Crane, past president of Los Angeles County Medi- 
cal Society; Howard Burrell, attorney; Dr. Glenn E. 
Meyers, and J. Howard Ziemann, attorney. 

According to Walker, membership in Blue Cross’ in- 
creased 44 per cent during 1945 and he predicted that 
twice that amount would be enrolled during 1946. 

At the end of the year there were 155,412 Blue Cross 
members in the southern area, and a total of $2,700,000 
had been paid by the plan for members’ hospital care, 
according to Mr. Walker. 


Mental Hospitals of California Need Doctors 
and Attendants 


Three hundred hospital attendants and 30 physicians 
and surgeons are needed to fill vacant positions in ten 
California mental hospitals, the State Personnel Board 
recently announced. 

Starting salary for hospital attendant is $140 a month. 
Physicians and surgeons are paid $300 a month, plus 
maintenance for self and family valued at $113. The 
latter live on the institution grounds, but hospital attend- 
ants usually do not. 


California Will Survey Need for Hospitals 


California’s hospital needs will be surveyed by an ad- 
visory council named by Governor Warren. In an- 
nouncing the appointments, Warren expressed belief that 
on the basis of a population of approximately 9,000,000 
people the State should have 12,000 to 15,000 additional 
beds. 

“We must remedy this situation before disaster strikes 
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us,” he said. “In many rural areas hospitals and health 
center facilities are now totally lacking.” 

The council will work under Dr. F. K. Gilman, San 
Francisco. 

The Warren appointees are: George Wood, superin- 
tendent Peralta Hospital, Oakland; Frank Booth, San 
Luis Obispo; Dr. J. A. Katzive, superintendent Mount 
Zion Hospital, San Francisco; Dr. C. Glen Curtis, Brea; 
Dr. Anthony J. Rourke, superintendent Stanford Uni- 
versity School of Medicine, San Francisco; Dr. H. M. 
Ginsburg, medical superintendent, Fresno County; Dr. 
John Sippy, director of San Joaquin County Local Health 
District, Stockton; Dr. Forest Cuninan, Monte Sano 
Osteopathic Hospital, Los Angeles; Mrs. Gabriel Mul- 
vane, San Bernardino County Hospital; Rt. Reverend 
Monsignor Thomas J. O’Dwyer, Los Angeles; Max 
Silverstein, Los Angeles; Clarence A. Romeyn, Los An- 
geles; T. C. Allen, Hanford; Mrs. Anna Thuesen, San 
Francisco, and Lawrence Oliver, San Diego. 


Mt. Zion Hospital Reveals $3,000,000 Expansion Plan 


Mt. Zion Hospital of San Francisco, is planning a 
three-million-dollar expansion program expected to make 
the institution one of the most modern medical centers on 
the West Coast. 

The hospital has purchased additional property on the 
block bounded by Divisadero, Scott, Post and Sutter 
streets, owning all but the two corners on Sutter St. 

Dr. J. A. Katzive, director of the present Mt. Zion 
Hospital at Post and Scott Sts., said the new proposed 
eight-story building will increase the capacity to 350 beds 
from the present overcrowded facilities which can care 
for only 163 patients. 

In addition to the new building, it is hoped that an 
apartment house on Scott St. and two other private 
buildings can be converted into medical units for doc- 
tors’ offices. 

Although separate from Mt. Zion, a nonprofit organi- 
zation, the new Maimonides Health Center—for which 
a $600,000 drive has just been completed—will also be 
an important part of the new hospital’s operations. 

This center, which will provide care for the chronically 
sick, will use laboratory facilities and staff of Mt. Zion, 
will be built across’ the street on Sutter St. from the 
proposed addition, and it is hoped will ultimately be con- 
nected to the main building by a tunnel. 

The three-million-dollar campaign fund has the ap- 
proval of the Community Chest, of which the hospital 
is an agency. 

Timothy Pflueger is working on preliminary plans for 
the new center. 


Lutherans Mark Gains of California Hospital 
in Los Angeles 


Representatives from 220 Lutheran churches in South- 
ern California recently celebrated the 25th: anniversary 
of the Lutheran Hospital Society at Our Savior’s 
Lutheran Church. 

Dr. Julius Lincoln, pastor of Trinity Lutheran Church, 
Chicago, reviewed the history of the society from 25 
years. ago when he was first vice-president and the treas- 
ury had $26 to the present organization which boasts 
buildings, equipment and other assets worth $3,000,000. 

Dr. William H. Olds, chairman of the medical staff 
at the California Hospital, announced the hospital has 
inaugurated specialty training in surgery, obstetrics and 
urology. Ritz E. Heerman, hospital superintendent, de- 
,scribed plans for adding 150 beds to the hospital. 

Fritz: C. Noel, society chairman, presided and pre- 
séfited 100 student nurses who attended in ‘uniform, and 
the Lutheran Choral Union directed by Arthur W. Wolf. 
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COMMITTEE ON HISTORY 


History Renascent 


In The Bulletin of the Los Angeles County Medical 
Association for April 18, 1946, under the above caption 
Editor E. T. Remmen calls attention to the new publica- 
tion, “Journal of the History of Medicine,’ adding 
thereto interesting comment. Editorial follows: 

The past hundred years has witnessed an accumulation 
of sound scientific data entirely unprecedented in the 
annals of mankind. Investigative and experimental tech- 
niques have almost entirely replaced the philosophic, 
argumentative and traditional approaches which hampered 
progress during so many weary centuries. It is not re- 
markable that modern workers, including physicians, have 
been so dazzled by the brilliance of their accomplishments 
and so well satisfied with the success of their own 
methods, that they have paid scant attention to accounts 
of the struggles of scientists throughout the ages to ex- 
plain natural phenomena,—scientists who did not have 
the microscopes, chemical knowledge and electrical aids 
which are taken for granted by today’s researchers. 

Man constantly seeks to orient himself and is dissatis- 
fied if he fails. To be lost on ocean or trackless prairie, 
to be uncertain as to the day or hour, to be unaware of 
the manner in which a result was obtained, is to be 
acutely uncomfortable. One cannot truly consider himself 
to be in possession of a scientific fact unless he knows 
the errors and successes which led to the establishment 
of that fact. It is gratifying, therefore, to note the cur- 
rent revival of interest in the history of medicine. 


The first issue of the Journal of the History of Medi- 
cine, to be published quarterly by Henry Schuman, New 
York City, and edited by George Rosen, is a most worthy 
contribution to this field and one which augurs a brilliant 
future for the publication. There is a distinguished board 
of consulting editors, representing many of the important 
medical centers here and abroad. The Journal is the sec- 
ond publication in this field in the United States, the 
other being the Bulletin of the History of Medicine 
edited by Dr. Henry E. Sigerist. It is the announced 
purpose of the Journal to present studies which will be of 
interest to as large a section of the medical profession 
as possible. The Journal will not publish bibliographies 
nor studies of a technical or philological character, feel- 
ing that the Bulletin is the proper medium for studies 
of that nature. It will therefore serve to supplement the 
Bulletin. Contributions are sought on all aspects of the 
history of medicine, including public health, dentistry, 
nursing, pharmacy, veterinary medicine and the various 
sciences that impinge on medicine. Papers dealing with 
limited and specific subjects are sought, as well as articles 
of wider scope summarizing important fields and out- 
lining broad trends. 


The first article in the new publication is by Charles 
Singer, M.D., and is entitled, “Some Galenic and Animal 
Sources of Vesalius.” Dr. Singer shows the manner in 
which the ancient physiologic teachings of Galen warped 
and twisted Vesalius concepts of anatomy. Galen ‘taught 
that the basic principle of life is a spirit, or pneuma, 
drawn into the body in the act of respiration from the 
general world-soul or world-pneuma. This world-pneuma 
enters the body through the trachea or “rough artery,” 
passes to the lungs and thence through the pulmonary 
veins to the left ventricle. Nutriment, absorbed by the 
portal system from the intestine, is carried to the liver 
where it is elaborated into venous blood, imbued with the 
spirit which is- innate’ in all living substances, and dis- 
tributed to all parts of the body through the vena cava 
and the systemic veins. The liver, as the source of all 
veins;.:is ‘the first ,key:to Galenic physiology. 
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In the region of the heart the vena cava gives off 
its largest branch, a blind diverticulum (the right side 
of the heart). Blood entering this diverticulum may have 
one of two fates. It may remain awhile in the ventricle, 
giving up impurities which are carried to the lung by 
the pulmonary artery and exhaled. The purified blood 
then ebbs back into the veins. Another smaller por- 
tion of the blood trickles through imaginary channels 
in the interventricular septum to the left ventricle, carry- 
ing the natural spirit derived from the liver. There it 
receives the pneuma from the outer world which arrived 
via the pulmonary veins from the lungs. The higher 
form of spirit thus elaborated is distributed throvgh the 
arteries to the body in general. This is the second key to 
Galenic physiology. 

Blood containing the vital spirit ascends to the brain 
through the carotids, the “soporal or apoplectic arteries 
of Vesalius,” which divide at the base of the brain to 
form the “marvelous network” or rete mirabile, (actually 
non-existent in man), where the vital spirit is changed 
into the third, or highest and most subtle type of spirit, 
the animal spirit. This elusive substance enters the brain 
and is distributed to all parts of the body through the 
nerves, which contain minute channels. This is the third 
key. 

To have questioned the teaching of Galen in the six- 
teenth century would have been unthinkable. That Vesa- 
lius was able to reconcile his first-hand knowledge of 
anatomy, obtained from animal dissection and to a lesser 
extent from human dissection, with an ancient set of 
physiological misconceptions, is not mvch more remark- 
able than some of our own slavish adherence to tradi- 
tion in the face of contradicting scientific evidence. Wit- 
ness the frequency with which old fallacies are trans- 
mitted by one textbook writer to another, despite abun- 
dant experience to the contrary. 

The study of the history of medicine is not a pastime 
for dotards alone. Nor should it be undertaken with the 
supercilious attitude that we are today too enlightened 
to commit the stupid errors of the past. The work of 
bygone scientists should be approached with humility and 
with an effort to view their problems in the light of 
the information and techniques then available. The stu- 
dent, having observed how barriers to progress have 
been created by closed mental doors, may thus gain some 
hope of keeping his own intellectual apertures unob- 
structed by preformed concepts. 


COMMITTEE ON SCIENTIFIC 
WORK 


George Dock Lecture 


The annual George Dock Lecture of the Barlow So- 
ciety for the History of Medicine will be given by Dr. 
Donald Frick, at a joint meeting with the Los Angeles 
County Medical Association, Thursday, April 4th, at 
8 p.m., in the Lounge of the Association. 

Dr.. Frick’s subject will be: “Ca¢los Finlay and Yellow 
Fever.” 

Members of the Association are cordially invited to 
bring guests. 


U.S.C. Graduate Course in Cardiovascular Diseases 


University of Southern California School of Medicine 
—Graduate Division, announces a Graduate Course in the 
Cardiovascular Diseases on each Monday evening, for 12 
weeks. George C. Griffith, M.D., will present the clinical 
aspects and management of cardiovascular disease. Eve- 
nings—8 :00 to 10:00 p.m. Beginning April 22, 1946, Tui- 
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tion $35.00. Registration fee $5.00. Direct all inquiries tc 
Director, Graduate Division, School of Medicine, Uni- 
versity of Southern California, Los Angeles County Hos- 
pital, Room 2721. 


Animal Experimentation—Recent New York Battle 


Another fight between the forces of medical science 
and the antivivisectionists has gone down into history 
with victory on the side of medical progress. 

The DiCostanzo-Crews and the Van Duzer-DiCostanzo 
Bills, the double threat to medical research, were killed 
in committee on March 14 in the New York State Legis- 
lature after one of the most bitter battles ever fought 
on this question. 

There is no doubt that victory was due to the close 
coéperation of the medical profession with many com- 
munity groups interested in human health and welfare. 
This was done by means of the new organization, 
“Friends of Medical Research,” sponsored jointly by the 
Medical Society of the State of New York and the New 
York Academy of Medicine, and conducted as a project 
of the Public Relations Bureau of the State Society. 

Co6peration given in this legislative campaign has been 
remarkable. Medical students and faculties, newspapers, 
radio stations, scientific organizations, schools, official and 
unofficial public health agencies all pitched in to make the 
legislative campaign the occasion for wide popular edu- 
cation, 

7 7 a 


The winding-up week of the campaign was marked by 
several outstanding events. The New York Times fea- 
tured the vivisection issue March 19 in its weekly pro- 
gram on WQXR entitled “What’s On Your Mind.” Elsa 
Maxwell and Lambert Fairchild took up the cudgels for 
the antivivisection forces; two outstanding medical scien- 
tists, Dr. Ephraim Shorr of Cornell Medical School, 
and Dr. Magnus I. Gregersen of Columbia College of 
Physicians and Surgeons, took the stand for animal ex- 
perimentation. There was no question as to which side 
made the more convincing presentation. Representatives 
of the New York Times say that of the many letters 
stimulated by the program, the majority were “for” ani- 
mal research. The broadcasting studio was filled to over- 
flowing for both the program and the question-and- 
answer period following. Irene Castle McLaughlin, famed 
leader of the antivivisection clique, graced the occasion 
with her presence and after the program spent consider- 
able time hobnobbing with the vivisection group. 


San Quentin Convicts Offer to Undergo Fever Tests 


Twenty-five California San Quentin Penitentiary con- 
victs have offered to do battle against that most virulent 
scourge of childhood—rheumatic fever. 

The 25 prisoners volunteered to be injected with strep- 
tococcus virus to determine whether immunity to so- 
called “strep” infections could be attained through use 
of vaccines, Dr. Leo L. Stanley announced yesterday. 

The research project is being undertaken by Dr. Lowell 
Rantz, assistant professor of medicine at Stanford Uni- 
versity Medical School, who has spent years of research 
on rheumatic heart disease. 

Dr. Rantz said it has been generally accepted that 
rheumatic fever usually results from streptococcic infec- 
tions, and medical science is confronted with the problem 
of preventing rather than curing the disease. 

Should the San Quentin project show a measure of 
immunity can be built in individuals through injections 
administered in a reasonable period of time, then, Dr. 
Rantz said, “we can consider prevention of streptococcic 
infections and perhaps rheumatic fever through use of 
vaccines.” 

Dr. Rantz said the 25 San Quentin prisoners who vol- 
unteered as guinea pigs after a call was issued through 
the San Quentin News, will be given non-poisonous 
amounts: of streptococcus bacillus weekly for from three 
to six weeks. 

At conclusion of this period, he said, specimens of 
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blood from each volunteer will be examined to determine 
whether sufficient anti-bodies have been created to render 
the individuals immune. 

If these antibodies are present in sufficient number to 
indicate immunity, Dr. Rantz continued, then it will be 
assumed the individuals are protected from strep infec- 
tions for a short period of time and yearly innoculations 
may be given. 

Dr. Rantz emphasized that the San Quentin volunteers 
will have less reaction from the injections than from 
smallpox vaccinations. 

He added he hopes to begin his experiments April 8 
or 9.—San Francisco Chronicle, March 28. 


COMMITTEE ON POSTGRADUATE 
ACTIVITIES 


Fellowships in Health Education—1946 
(copy) 


Federal Security Agency 
U. S. Pusrtic HeattH SERvICcE 
Washington 25, D.C. 


Fellowships for one year of graduate study in health 
education, leading to a master’s degree in public health, 
are being offered to qualified men and women by the 
U. S. Public Health Service through funds made avail- 
able by the National Foundation for Infantile Paralysis. 


The Fellowships Provide 

-Training.—A year’s study in public health education in 
an accredited school of public health. This training in- 
cludes an academic year of eight or nine months and 
three months of supervised field experience in community 
health education. The courses include: public health ad- 
ministration, epidemiology, public health and _ school 
health education, problems in health education, com- 
munity organization, and information techniques. 

Financial Assistance —A stipend of $100 a month for 
the entire period of' academic and field training, tuition, 
and: travel expenses for field experience. Travel to and 
from the university at the beginning and end of training 
is not included. 


Date Effective 


Fellowships are effective for the academic year starting 
in the fall of 1946. 


Who Are Eligible to Make Application 

Men and women, in sound health, between the ages of 
22 and 40, who are citizens of the United States and 
who meet the entrance requirements of the School of 
Public Health of their choice. In addition to a bachelor’s 
degree from a recognized college or university, courses 
in the biological and/or physical sciences, sociology, and 
education may be required. Training in public speaking, 
journalism and psychology and work experience in a re- 
lated field are desirable. 


How to Apply for a Fellowship 


Application forms may be obtained from the Surgeon 
General, U. S. Public Health Service, Washington 25, 
D.C. Completed forms, accompanied by two recent photo- 
graphs, and official transcript of college credits, and a 
500-word statement of why applicant is interested in 
entering the field of health education, must be in the 
hands of the Surgeon General by June 1, 1946. Only 
complete applications will be considered. 

Veterans Are Eligible 

Veterans with necessary qualifications are encouraged 
to apply for fellowships. The subsistence allowance for 
veterans granted under the G.I. Bill of Rights will be 


supplemented by fellowship funds to bring the stipend to 
$100 a month. 
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Miscellaneous Information 

Candidates must maintain a scholastic average of “B” 
to retain fellowship. 

Persons accepting fellowships will be expected to work 
in the field of health education for at least two years 
after completion of training. 

The U. S. Public Health Service and the’ National 
Foundation for Infantile Paralysis assume no responsi- 
bility for placing fellows in positions. 

Schools of Public Health include: Columbia Univer- 
sity, Harvard University, Johns Hopkins University, 
University of California, University of Michigan, Uni- 
versity of Minnesota, University of North Carolina, 
and Yale University. Candidates will be permitted to 
express their choice of schools, and effort will be made 
to grant first or second choice insofar as possible. 

These fellowships are not available to employees of 
health departments, as grant-in-aid funds are available 
for the training of such personnel. 

Applications must be in the office of the Surgeon 
General, U. S. Public Health Service, Washington 25. 
D.C., not later than June 1, 1946, to be considered. 


American College of Surgeons 


Medical and Hospital Meeting in Los Angeles 


Opening Wednesday morning, April 17, at 8:30 o’clock, 
and continuing through Wednesday afternoon, April 18, 
at The Biltmore Hotel, Los Angeles, was held a Sec- 
tional Meeting of the American College of Surgeons. 
Surgeons, members of the medical profession at large, 
medical students, and hospital representatives from Cali- 
fornia and Arizona were invited to attend the sessions, 
which began each morning with the showing of medical 
motion pictures, followed by separate sessions from 10:00 
to 12:00 o’clock for the medical and hospital delegates. 

Dr. Hugh T. Jones of Los Angeles, Assistant Clinical 
Professor of Surgery (Orthopedics), University of 
Southern California School of Medicine, President, 
Southern California Chapter of the College and Chair- 
man, Committee on Local Arrangements, presided at the 
scientific sessions in the Ballroom for the medical pro- 
fession on the first morning. At this session Dr. Frederick 
J. Moore, Dr. Harry Blunden, and Dr. Edward R. Evans 
of Los Angeles, and Dr. Horace J. McCorkle of San 
Francisco, discussed “General Principles of Antibiosis 
with Special Reference to Surgery,” and Dr. Frank S. 
Dolley and Dr. Lyman A. Brewer, III, of Los Angeles 
discussed “Treatment of Chest Injuries (Illustrated by 
Motion Pictures in Color).” 

Surgeons, physicians, and hospital representatives at- 
tended the luncheon in the Renaissance Room at which 
Dr. Clarence G. Toland of Los Angeles, Clinical Pro- 
fessor of Surgery, University of Southern California 
School of Medicine and First Vice-President and Gov- 
ernor of the College, presided. Dr. Robert M. Zollinger 
of Columbus, Professor of Clinical Surgery, Ohio State 
University College of Medicine and Director of Surgery, 
United States Veterans Administration, discussed “The 
Care of the Veteran.” 

The Wednesday afternoon program for the medical 
profession consisted of panel discussions on two subjects: 
Pre- and Post-operative Supportive Treatment, partici- 
pated in by Dr. Clarence J. Berne of Los Angeles, 
moderator, and Dr. Leon Goldman of San Francisco and 
Dr. William H. Snyder of Los Angeles, collaborators; 
and Treatment of Osteomyelitis, with Dr. John C. Wilson 
of Los Angeles moderator, and Dr. Samuel S. Mathews, 
Dr. Harold Crowe, and Dr. Vernon P. Thompson, all of 
Los Angeles, and Col. Gordon K. Smith, M.C., Region 
12, Veterans Administration, collaborators. Dr. Harold 
Lincoln Thompson of Los Angeles presided. 
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The dinner for surgeons, physicians, and hospital rep- 
resentatives at 6:30 in the Music Room, was followed by 
a panel discussion and open forum on Graduate Training 
in Surgery at which Dr. Gilbert J. Thomas of Beverly 
Hills, Associate Clinical Professor of Surgery (Urol- 
ogy), University of Southern California School of Medi- 
cine, Secretary, American Board of Urology and Re- 
gent American College of Surgeons presided. He was 
assisted by Major General Charles R. Reynolds, Chicago, 
Director, Department of Graduate Training in Surgery, 
American College of Surgeons; Lt. Col. Hall Seeley, 
M.C., A.U.S., Rosenberg, Former Surgeon, United States 
Army Air Forces, Scott Field, Illinois, and Dr. J. Graf- 
ton Love of Rochester, Associate Professor of Neuro- 
surgery, Mayo Foundation, University of Minnesota 
Medical School, and Neurological Surgeon, Mayo Clinic. 

The program for hospital representatives on Wednes- 
day included a panel discussion from 10:00 a.m. to noon 
on developing and maintaining high standards of admin- 
istration in the postwar hospital, with A. A. Aita of 
Upland, Administrator, San Antonio Community Hos- 
pital and President, California State Hospital Associa- 
tion, as moderator. The subject for the afternoon panel 
from 2:00 to 5:00 o’clock was developing and’ main- 
taining high standards of professional service in the 
postwar hospital, and the moderator was Ritz E. Heer- 
man of Los Angeles, Administrator, California Hospital. 


CALIFORNIA PHYSICIANS’ 
SERVICE 


Board of Trustees 


Lowell S. Goin, M.D., President, Los Angeles 
A. E. Moore, M.D., Vice-President, San Diego 
H. Randall Madeley, M.D., Vice-President; Vallejo 
Chester L. Cooley, M.D., Secretary, San Francisco 
Donald D. Lum, M.D., Assistant Secretary-Treasurer, 


Alameda 


Cc. Glenn Curtis, M.D., Brea 
J. Frank Doughty, M.D., Tracy 
P. K. Gilman, M.D., San Francisco 
c. L. Mulfinger, M.D., Los Angeles 
Rt. Rev. Thomas J. O’Dwyer, Los Angeles 


on ae 
Executive Staff 
W. M. Bowman, Executive Director 


A. E. Larsen, M.D., Medical Director 
W. H. Gardenier, M.D., Assistant Medical Director 


A regular meeting of the Board of Trustees of C.P.S. 
was held on Sunday, March 24th, in San Francisco. 

Legal counsel reported that the court has not yet ren- 
dered a decision in the case of C.P.S. v. Garrison, Insur- 
ance Commissioner. 

On acquisition in February, Mr. Bowman reported a 
total enrollment of 13,333 persons—4,011 in the North 
and 9,322 in the South. Total membership as of February 
28 was 191,707 persons. The average percentage of par- 
ticipation among new groups in February was 83.49. In 
about half of the new groups, management is contribut- 
ing to the dues. 

Dr. Larsen reported a net gain of 207 professional 
members during the first three weeks in March, bringing 
the total membership to 6,295. There are now 356 mem- 
bers in Alameda County, 279 in San Diego and 72 in 
Sacramento. The program of contacting individual doc- 
tors is a continuing one, with 4 persons in the North and 
4 in the South devoting full time to this work. 

Statistical material distributed to the trystees included 
(1) Operating Statement (2) Statement of Cash Posi- 


+ Address: California Physicians’ Service, 153 Kearny 
Street, San Francisco. Telephone EXbrook 0161. 
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tion and (3) Distribution of Medical and Hospital Serv- 
ice Costs during 1945. 

An increase in administrative costs during February 
and March must be expected due to the inauguration of 
the Veterans’ Program, bringing an increase of approxi- 
mately 25 per cent in the number of documents handled, 
number of claims, etc. 

Colonels Forrest Bell and Herbert Darling, represent- 
ing the Veterans’ Administration, answered questions and 
spoke briefly of the aims of the Veterans’ Administration 
in regard to the program, emphasizing the fact that the 
two most important things were to give service to the 
veterans and to see that the doctors get paid for their 
services. 

Dr. Gilman reported on the Conference of Presidents, 
and Dr. Dwight Murray reviewed the meeting of the 
trustees of A.M.A. Mr. Bowman reported on the first 
meeting of the Commission of Associated Medical Care 
Plans, a nation-wide organization for the purpose of 
furthering voluntary state society sponsored medical care 
plans, and the board voted unanimously that C.P.S. be- 
come a member of the A.M.C.P. 

Dr. Madeley outlined the recent trip to New Mexico 
made by himself and Mr. Bowman to assist in the or- 
ganization of New Mexico Physicians’ Service, and Mr. 
Bowman reported meeting with the House of Delegates 
of Montana to assist with the Montana Physicians’ Serv- 
ice. There is no expense to C.P.S. involved in aiding 
these other states. 

In the problem of payment to lay laboratories, Dr. 
Goin appointed a committee consisting of Doctors Curtis, 
Madeley and Doughty to report back at the next meeting. 

The revised fee schedule on radiology proposed by 
the Pacific Coast Roentgen Society was presented, and 
the new fee schedule as a whole was adopted. 

On the Rural Program, Mr. Bowman reported that 
Grange committees are being formed, and that solicita- 
tion will begin next week in the Fresno area. Participa- 
tion requirement will be 50 per cent of the membership 
within the particular area. The Farm Bureau has also 
expressed an interest in this program, and C.P.S., is 
working with them. 

The unit value for May and June was set at $2.00. 

The instructions and forms for use in the Veterans’ 
Program, which are being sent to all physicians, were 
distributed and procedure was outlined. 

The next meeting of the board was set for Sunday, 
May 5th, in Los Angeles. Meetings of the Administra- 
tive Members will be held in conjunction with meetings 
of the House of Delegates, on May 7th and 9th. 

Cuester L. Coorty, M.D., Secretary. 


Western Association of Industrial Physicians 
and Surgeons 


The Western Association of Industrial Physicians and 
Surgeons is scheduling its annual meeting for June 30, 
1946, in San Francisco. Morning and afternoon sessions 
will be held in the auditorium of the Department of 
Public Health at 101 Grove Street, and there will be a 
dinner meeting at the Palace Hotel. An excellent pro- 
gram, with prominent Eastern speakers, is being ar- 
ranged. For additional information, write to Rodney R. 
Beard, M.D., 2330 Clay Street; San Francisco. 


Placement Service for Physicians in Industry 


Physicians interested in industrial medical service may 
learn of opportunities in this field by applying to: 


The Council on Industrial Health 


American Medical Association 
535 North Dearborn Street 


~ Chicago 10, Illinois. 
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NEWS 


Coming Meetingst 

California Medical Association. Session will convene 
in Los Angeles. Headquarters, Hotel Biltmore, 5th and 
Olive Sts. Dates of meetings: Tuesday, May 7-Friday, 
May 10, 1946. 

American Medical Association. The next annual session 
of the American Medical Association will be held in San 
Francisco, July 1-5, 1946. (Monday-Friday, inclusive.) 


The Platform of the American Medical Association 
The American Medical Association advocates: 


1. The establishment of an agency of Federal Govern- 
ment under which shall be codrdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of these of the Army and Navy. 


2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick or proof of such need. 


3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily 
a local responsibility. 


4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of admin- 
istration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 


6. In the extension of medical services to all the 
people, the utmost utilization of qualified medical and 
hospital facilities already established. 


7. The continued development of the private practice 
of medicine, subject to such changes as may be necessary 
to maintain the quality of medical service and to increase 
their availability. 

8. Expansion of public health and medical services 
consistent with the American system of democracy. 

(Ed. Note.— Interpretative comments on principles in- 
cluded in the A.M.A. platform appear in CALIFORNIA AND 
WESTERN Mepicing for December, 1939, on pages 394-395. 
For subsequent comment, see J.A.M.A., June 24, 1944, 
pp. 574-576. Also, August, 1945, CALIFORNIA AND WESTERN 


MEDICINE, pp. 61-62.) On p. 61 (C.M.A.) and p. 62 
(A.M.A.) 


Medical Broadcasts* 
The Los Angeles County Medical Association: 


In May KFAC will present broadcasts on Satur- 
days at 10:15 am.; May’ 4, 11, 18 and 25. 

The Saturday broadcasts of KFI are given at 9:45 
a.m., under this title, “The Road to Health.” 
“Doctors at War”: 

For radio broadcasts of “Doctors at War” by the 
American Medical Association, see J.4.M.A. 


+ In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list 
being printed about every fourth week. In CALIFORNIA 
AND WESTERN MEDICINE, some rosters appear in every sec- 
ond or third issue. 

*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged. 


Pharmacological Items of Potential Interest to Cli- 
nicians*: 


1. Federation Proceedings: From H. W. Ades on the 
corpus callosum to P. C. Zamecnik on lecithin and anti- 
toxin, 1,000 plus experimental biologists abstract accumu- 
lated work of war years: symposia include human 
centrifuge experiments, brain metabolism, various physio- 
logical systems, synaptic mechanisms, aviation problems, 
nutrition, exercise, shock, and temperature regulation 
from physiologists; carbon metabolism, nitrogen metabo- 
lism, growth, mineral metabolism, neurospora biochemis- 
try, isotope biochemistry, respiratory and vitamin enzymes 
from biochemists ; diisopropyl fluorophosphate, antimalari- 
als, anesthetics, autonomic drugs, biometrics, toxicity, 
chemotherapy, and cardiac drugs from pharmacologists; 
neoplasms, injury and repair, and hematology from 
pathologists; diets and world nutrition and vitamins from 
nutritionists, and antibiotics, viruses and immune sera 
from immunologists. (Fed. Proc., 5:1-256, 1946.) Silly 
bureaucracy prevented H. J. Curtis discussing activation 
of tissue elements by slow neutron exposure, even though 
published in abstract (Fed. Proc., 5:20, 1946). On what 
evidence did bureaucrats decide DFP (Diisopropyl fluoro- 
phosphate) is optimum of series for choline esterase in- 
hibition? If anything could be gathered from the con- 
fusions of the meeting, it is that scientific workers are 
becoming more Fascistic in this country. L. K. Frank 
suggests that scientists prepare to act as responsible ac- 
countable individuals, in asking pertinent question about 
obedient patriotic citizens (Science, 103:350, March 22, 
1946). 

2. More New Journals: Amsterdamsche Boek- en Cou- 
rant Maatschappij, Amsterdam, Holland, announces Ex- 
cerpta Medica, an abstract journal to appear in 15 sec- 
tions covering all phases of laboratory and clinical medi- 
cine, with A. P. H. A. de Kleyn, M. W. Woerdeman and 
W. P. C. Zeeman as editors. Grune & Stratton, 381 4th 
Ave., N. Y. 16, offer bi-monthly Blood: The Journal of 
Hematology, with appropriate introductory articles on 
chemical components of blood by E. J. Cohn (p. 3), and 
primary and secondary splenic panhematopenia by C. A. 
Doan and C. S. Wright (p. 10). W. D. Postell reviews 
American contributions to the literature of geriatrics 
(Geriat 1:41, 1946). Occupation Medicine rolls along: 
C. P. McCord & Co. apply N. F. Maclagen’s thymol 
turbidity test of liver dysfunction (Brit. J. Exp. Path., 
25 :234, 1944) to CCly poisoning (Occup. Med., 1:160, 
1946). 

3. Reviving Pharmacology: G. A. Alles pleasantly re- 
vives worthy effort with reports on lack of advantage in 
depressant action of substituted phenobarbitals, and on a- 
methalkyl ammonium compounds (Univ. Calif. Publ. 
Pharmacol., 2:173, 183, 1946). J. H. Masserman and 
K. S. Yum sensibly analyze influence of alcohol in ex- 
perimental neuroses in cats, revealing factors in addiction 
(Psychosom. Med., 8:36, 1946). E. R. Movitt offers 
Digitalis and Other Cardiotonic Drugs (Oxford Med. 
Publ., N. Y., 1946.) N. H. Fairley & Co. report on palu- 
drine (M4888) in. malaria (Med. J. Austral., 1:234, Feb., 
16, 1946). E. H. Reinhard, C. V. Moore & Co. give full 
review of radioactive phosphorus as a therapeutic agent 
(J. Lab. Clin. Med., 31:107, 1946). Note A. Krogh’s 


*These items submitted by Chauncey D. 
merly Director of U. C. 
Dean of University of Texas Medical School. 


Leake, for- 
Pharmacologic Laboratory, now 
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Croonian Lecture on active and passive exchange of inor- 
ganic ions through living membranes (Proc. Roy Soc. B., 
133 :140, 1946). 

4. Otherwise Interesting: Sir Henry Dale bravely con- 
demns tendency toward scientific secrecy (Proc. Roy. 
Soc. B., 133:135, 1946). W. D. Harkins bravely dis- 
cusses the neutron, the compound nucleus and the atomic 
bomb (Science 103:289, March, 8, 1946). A. Huxley 
pauses in his retreat from reason (Perrenial Philosopher, 
N. Y., 1945) to confuse further the problems of Science, 
Liberty and Peace. (Harper, N. Y., 1946, 86 pp., $1). L. 
Mumford reminisces toughly on Values for Survival 
(Harcourt, N. Y., 1946, 314 pp., $3). D. Masters and 
K. Way edit One World or None, designed to enlighten, 
maybe frighten (McGraw Hill, N. Y., 1946, $1). Phil- 
osophical Library, N. Y. 16, announce J. Dewey’s Prob- 
lems of Men to appear April 29, at $5. And the Burma 
Surgeon Returns (G. S. Seagrave, Norton, N. Y., 1946, 
$3). 

5. Notes: M. Maizels discusses action of hemolysins on 
erythrocytes (Quart. J. Exp. Physiol., 33:183, 1946). 
L. Kreyberg (Oslo), reports on tissue damage due to 
cold (Lancet, 1:338, March 9, 1946). Randolph Field, 
Texas, releases mimeoed reports from A.A.F. School 
Aviation Medicine of which J. S. Gray’s :is worthy, on 
multiple factor theory of respiratory regulation. In sym- 
posium on antibiotics, our M. Fulton & Co. note that 
penicillin has no action on alcaligenes (Science, 103 :361, 
March 22, 1946). Our G. M. Decherd and A. Ruskin dis- 
cuss mechanism of A-V block (Brit. Heart J., 8:6, 1946). 


Atom Work Brings New Age of Medicine.—Atomic 
research has ushered in a new age for medicine, says Dr. 
Robert S. Stone, professor of radiology in the University 
of California Medical School who recently returned from 
Chicago and Oak Ridge where he was in charge of 
health aspects of the plutonium project. 

“Large quantities of many radioactive elements will 
soon be available as tracers for metabolic studies, as 
diagnostic acids for clinical investigations and as thera- 
peutic agents for treatment of diseases,” says Dr. Stone, 
in a recent survey of the science of radiology from the 
discovery of the x-ray to the era of atomic power. 

Dr. Stone points out that while the use of radioactive 
materials and neutrons, radiations similar in some re- 
spects to x-rays, is in its infancy, enough has been done 
to indicate that they may change medical procedures as 
much as have x-rays. 

Radioactive elements such as phosphorus, strontium, 
iodine and sodium have already been used with conspicu- 
ous success in determining the mechanism of many com- 
plex steps in metabolism. 

In the future these and many other radio elements, of 
which radioactive carbon will be especially valuable, will 
be available in much greater quantity for scientific re- 
search. 


Radio Transcriptions: “The Public Comes First.”— 
“The Public Comes First,” a new series of six radio 
transcriptions, prepared by the A.M.A. Council on Medi- 
cal Service and Public Relations in codperation with the 
Bureau on Health Education, is ready for distribution. 
These transcriptions in which Harriet Hester, nationally 
known radio’ script writer, interviews members of the 
Council deal with various phases of the medical care 
problem, urban and rural health, voluntary prepayment 
plans and the A.M.A. Constructive Program for Medical 
Care. These consist of the following fifteen-minute 
transcriptions : 


“What Constitutes Adequate Medical Care,” Dr. Roger 
I, Lee and Dr. Thomas A. McGoldrick. 
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“What Are Rural Medical Problems?” Dr. James R. 
McVay and Dr. W. R. Brooksher. 

“The Costs of Illness,” Dr. Louis H. Bauer. 

“Hospital Insurance and How to Make Use of It,” Dr. 
Alfred W. Adson and Mr. John R. Mannix. 

“Prepaid Medical Service Plans,” Dr. John H. Fitz- 
gibbon and Mr. J. C. Ketchum. 

“The Public Comes First,” Dr. Herman L. Kretschmer 
and Dr. E. J. McCormick. 

Notices of this service have been sent to various radio 
stations throughout the country. Proper committees of 
county medical societies are urged to contact their local 
radio stations and schedule these broadcasts. Stations are 
scheduling these on a sustaining (no fee) basis. These 
“platters” may be obtained free of charge by writing di- 
rect to the Bureau of Health Education or the Council 
office. 


Rural Health Conference.—The first annual Rural 
Health Conference was held Saturday, March 30, at the 
Palmer House, under the direction of the A.M.A. Com- 
mittee on Rural Medical Service. This conference was 
held in conjunction with the American Farm Bureau 
Federation and the Farm Foundation. Representatives 
from the Grange, Farmers’ Union and other farm groups 
were invited. This Conference followed immediately a 
three-day meeting in Chicago of the Midwest leaders of 
the American Farm Bureau. Two or more representatives 
have been invited to attend this meeting from each state 
medical society. 


Honor Dr. Francis M. Pottenger For* Tuberculosis 
Control Work.—In recognition of his many years of 
service in the fight against tuberculosis, Doctor Francis 
M. Pottenger was named president emeritus of the Los 
Angeles County Tubercvlosis- and Health Association at 
its recent annual meeting. In behalf of the board of di- 
rectors of the association, Rabbi Edgar F. Magnin pre- 
sented him with a framed parchment scroll. The message 
on the scroll follows: 


“WHEREAS, in the life of every institution concerned 
with the welfare of humanity there is always one in- 
dividual who, because of his clear vision, crusading spirit 
and tireless efforts, stands as the living symbol of that 
institution ; and 

“WHEREAS, the anti-tuberculosis movement in Southern 
California has the privilege and honor of having such an 
individual associated with it; and 

“WHEREAS, it is the earnest desire of the Los. Angeles 
County Tuberculosis and Health Association to honor this 
individual ; 

“Therefore Be It Resolved, that the Los Angeles County 
Tuberculosis and Health Association create the office of 
President Emeritus with voice and vote on the Board of 
Directors ; and 

“Be It Further Resolved, that there be elected to this 
office a man who was the founder of the anti-tuberculosis 
organization in Southern California from which sprang 
not only the present Los Angeles County Association but 
also the California Tuberculosis and Health Association ; a 
man eminent nationally and internationally as a clinician ; 
a man who not only ministers with great skill to in- 
dividual patients but who, in the face of public fear of, 
and apathy to tuberculosis, waged and is waging the war 
against the disease on the broad fields of public health 
and a man whose wise counsel, warm friendliness and 
devotion to the cause is a guide and an inspiration to 
all who fight the forces of illness—Francis Marion Pat- 
tenger, M.D.” 


Life Insurance Medical Research Fund.—Colonel 
Francis R. Dieuaide, up to recently Chief of the Tropical 
Disease Treatment Branch of the Surgeon General’s 
Office, has been named Scientific Director of the Life In- 
surance Medical Research Fund, it was announced today 
by M. Albert Linton, chairman of the Fund, 60 East 
42nd Street, New York 17, New York. 

The Life Insurance Medical Research Fund was estab- 
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lished last year to make grants to universities and medi- 
cal schools for research on diseases of the heart and re- 
lated. diseases. The Fund plans to make grants of more 
than $3,000,000 for this purpose over the next five years. 
A total of 147 life insurance companies in this country 
and Canada are supporting the Fund. 


Southern California Public Health Association.— 
Election of Dr. George M. Uhl of Los Angeles as 
president, as well as other officers to serve for the com- 
ing year marked the close of the recent all day Public 
Health Conference of the Southern California Public 
Health Association at the Civic Auditorium. 

Other officers are: Dr. H. O. Swartout, president- 
elect; Dr. Norman B. Nelson, first vice-president; Dr. 
Harrison Eilers, second vice-president; Dr. Ellarene L. 
MacCoy, secretary-treasurer; Dr. Meridian R. Ball, as- 
sistant-secretary treasurer. 

Members of the executive committee chosen were C. L. 
Senn, Dr. C. R. Buss, Ed Beal, Mrs. M. Smiley, Dr. 
Ruth Wooley and Dr. Ira Church. 


American Physicians’ Art Association and Amer- 
ican Physicians’ Literary Guild at American Medical 
Association Convention—About one thousand art 
pieces and several hundred literary creations all done by 
physicians throughout the country, will be exhibited dur- 
ing the A.M.A. convention, July 1 to 5, in San Fran- 
cisco, on the mezzanine floor of the Opera Hovse. All 
visiting physicians are invited to these galleries as well 
as to attend with their wives, the annual Art-Guild Ban- 
quet, to be held at the Hotel Whitcomb, Crystal Room, 
6:30 p.m., Tuesday, July 2, 1946, when the trophy win- 
ners will be announced. 


For further information, communicate with the Secre- , 


tary, 526 Flood Bldg., San Francisco 2, California, or 
telephone EXbrook 6017. 


William P. Shepard, M.D., Chosen to Be Next 
President of the National Tuberculosis Association.— 
Dr. William P. Shepard, San Francisco, was named 
president-elect of the National Tuberculosis Association 
by the board of directors meeting in Chicago, March 9. 

Dr. Shepard was chosen to succeed Dr. Victor F. 
Cullen who resigned and who was scheduled to become 
president at the annual meeting of the N.T.A. in Buffalo 
in June. Dr. Shepard therefore will be inducted as presi- 
dent at the June meeting and will preside at the 1947 
N.T.A. annual meeting, tentatively scheduled for San 
Francisco. 

Dr. Shepard is third vice-president of the Metropolitan 
Life Insurance Company. He was the 1943-44 president 
of the California Tuberculosis and Health Association, 
and has long been identified with tuberculosis work and 
activities in the American Public Health Association. 


National Hospital Day 1946 Cites: “The Hospital— 
Your Hope For Health.”—Adopting as their slogan 
The Hospital—Your Hope for Health, hospitals all over 
the nation will celebrate National Hospital Day, 1946, on 
May 12. Having weathered the strain of wartime opera- 
tion, hospitals now face the most tremendous task in 
their history—that of supplying adequate care and ade- 
quate facilities to a patient load larger than it has ever 
before been called upon to handle. 

During 1945, hospitals experienced an increase in total 
number of patient days of hospital care proportionate to 
the 15 per cent increase of 1944 over those supplied in 
1943. “This does not mean that more people have been 
ill,” stated Dr. Peter D. Ward, president of the Amer- 
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ican Hospital Association, “but simply that the public 
has become more hospital-minded. Also, the benefits of 
‘Blue Cross’ have made hospital care available to more 
people. As preventive medicine has come of age, the hos- 
pital no longer signifies a place for final and drastic 
measures; rather it is a place for health protection, 
where minor as well as major ailments may find alle- 
viation. 

“This increased interest in and appreciation of hospital 
care is due largely to the progress of medical science in 
the control of disease—progress that has given the Amer- 
ican people the most effective medical and hospital care 
ever offered to a group of comparable size—progress 
that has in the past 150 years almost doubled the aver- 
age number of years a man may expect to live. 

“It is fitting that on May 12, 125 years since the birth 
of Florence Nightingale, founder of many of our modern 
hospital practices, we take stock of the challenge facing 
our hospitals and their response. Voluntary hospitals, 
representing two-thirds of the value in assets of all gen- 
eral hospitals in the country, have pioneered in construc- 
tion planning which will constitute a considerable step 
toward satisfying present demands. The inauguration of 
hospital surveys, licensing systems, increased availability 
of prepaid hospital insurance, the trend toward establish- 
ment of health centers and medical insurance—all indi- 
cate that on this National Hospital Day, hospitals merit 
the confidence and support of the public.” 


Research Donation to Honor Memory of Dr. Philip 
H. Pierson.—Receipt of a gift of $5,000 for medical 
research has been announced by Dr. H. G. Trimble, 
chairman of the board of trustees of Alum Rock Sana- 
torium, San Jose. The sanatorium is a non-profit institu- 
tion for the treatment of diseases of the chest. 

“This gift,” according to Doctor B. H. Wardrip, sec- 
retary of the board of trustees of the institution, “will 
establish the Philip H. Pierson Memorial Medical Re- 
search Fund as a dedication to his unselfish devotion 
in the field of medicine, particularly diseases of the 
chest.” 

Dr. Pierson, clinical professor of medicine at Stan- 
ford University Medical School and consultant at Alum 
Rock Sanatorium, died January 17, 1946. Dr. Pierson 
was vice-president of the National Tuberculosis Associa- 
tion and a past president of the California Tuberculosis 
and Health Association. 


Federal Security Agency: Office of Vocational Re- 
habilitation.—To advance an expanding physical res- 
toration program, the Office of Vocational Rehabilitation, 
Federal Security Agency, has acquired the services of 
five new medical officers and contemplates filling addi- 
tional full-time posts in the fields of ophthalmology, hos- 
pital administration, tuberculosis and psychiatric social 
work, Director Michael J. Shortley recently announced. 


American College of Radiology.—The Annual Meet- 
ing of the American College of Radiology will be held 
in the city of San Francisco, at the Palace Hotel, on 
June 29, 1946, at 2:00 p.m. This is on the Saturday 
preceding the American Medical Association meeting 
which opens on July 1, Monday. The American Radium 
Society will meet at the Palace Hotel on June 30 and 
July 1, Sunday and Monday. 

College headquarters will be at the Palace Hotel. It 
is suggested that the Palace be designated as the first 
choice by all Members and Fellows requesting reserva- 
tions. 

The Board of Chancellors will meet at the Palace 
Hotel on June 28 and the morning of June 29, A lunch- 
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eon for Councilors is being planned for Saturday, June 
29. The annual banquet of the College will be held that 
evening, at which time the annual Presidential Address 
will be presented by Dr. Lowell S. Goin. 

This will be the first meeting of the College since 
June, 1944. Pursuant to the Constitution and By-Laws, 
the following officers will be elected: president, vice- 
president, and five Chancellors, two for the College and 
one each for the American Roentgen Ray Society, the 
Radiological Society of North America, and the Ameri- 
can Radium Society. Nominations for these officers will 
be presented by Dr. Raymond G. Taylor, chairman of 
the Nominating Committee. 


American Pharmaceutical Association Awards 1945 
Ebert Prize—Research on the sclerosing agent, so- 
dium morrhuate, has won the 1945 Ebert Prize for Dr. 
Pavl Jannke, faculty member of the University of 
Nebraska College of Pharmacy. The award was made by 
the American Pharmaceutical Association on the recom- 
mendation of the Ebert Prize Committee of its Scientific 
Section. 

The investigations, which will be of value in treating 
varicose veins, were supported in part by a fellowship 
from the American Pharmaceutical Association. ‘The 
American Association for the Advancement of Science 
and the Nebraska Academy of Arts and Science provided 
grants-in-aid for early phases of the work. 

Dr. Jannke’s experiments revealed that contrary to 
general belief, the more nearly saturated fatty acids of 
cod liver oil are the more satisfactory sclerosing agents 
and their action was shown to produce a minimum and 
only brief irritation. 

The research confirmed that commercial samples of 
sodium morrhuate differ greatly in chemical, physical 
and pharmacologic properties. The presence of a com- 
pletely soluble precipitate in some sodium morrhuate 
solutions for parenteral use did not, however, indicate 
inferior sclerosing properties. 


California Administrative Code For Public Health 
Now Available.—The California Administrative Code, 
Title 17, Public Health, which includes all the rules 
and regulations of the State Board of Public Health is 
now available from the State Bureau of Printing, Docu- 
ments Division, 11th and O Streets, Sacramento 14. The 
price is $2.50 plus tax. 

Never before have all the rules and regulations govern- 
ing the activities of the department been printed in one 
place or even readily available in any form. They are 
published in loose-leaf form and will be revised at 
intervals. 


“Studies in Human Fertility—Methods for the 
Control of Conception.”—Such is the title of a sound 
film which is available without charge to medical groups. 
The, running time is 45 minutes. Interest in the film is 
evidenced by the fact that it has had 1,700 request show- 
ings and been viewed by 70,000 doctors, nurses and medi- 
cal students. ‘ 

The film portrays a medical classroom lecture in which 
the professor explains the knowledge and information 
necessary to qualify in advising individuals on problems 
involving conception control. 

The physiology and anatomy of reproduction is re- 
viewed in animated drawings and microphotography. 
Where possible, human specimens have been used, par- 
ticularly in the development of the follicle. Also included, 
is an actual shot of cell division in the monkey. This 
part also contains diagrams, charts and graphs depicting 
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the progress throughout the cycle, of the vaginal glyco- 
gen curve, the mid vagina pH curve, the urinary estrogen 
and pregnandiol analysis, vaginal smears and the cyclic 
changes in the ovary and endometrium. Following this, 
is a study of human semen and spermatozoa, with up-to- 
date technical methods of analysis, study of the normal 
semen and effect of time and temperature and other 
factors of recent development... . 

According to the American Pharmaceutical Manufac- 
turers’ Association, arrangements can be made to have 
“Studies in Human Fertility” shown, without charge, to 
any size audience, providing it is an accredited medical 
group. Requests should be addressed to the Film Division, 
Ortho Pharmaceutical Corporation, Linden, N. J. 


Competition in the American System of Free Enter- 
prise.—A recent letter from Robert R. Young, Chair- 
man of the Board, The Chesapeake and Ohio Railway, 
Company, contains statements that should be of interest 
to all who are interested in the advancement of scientific 
medicine, and the promotion of the public health. Ex- 
cerpts from letter follow: 

A Message to Moulders of Public Opinion 

Competition is the life of trade. It is also the lash of 
progress. Competition has rightly been styled the key- 
stone of the American system of free enterprise. 

Where competition flourishes, products and services 
inevitably improve. As an example take American auto- 
mobiles, acknowledged to be the best in the world. They 
are the fruits of competition. 

Where competition languishes, progress falters. . . . 


Advisory Health Councils in School _Districts— 
Pennsylvania Plan.—The establishment of an advisory 
health council in school districts to study the health needs 
and to assist in organizing a follow-up program was 
made mandatory in a recent act of the Pennsylvania 
State Assembly. 

Furthermore, the act provides that “Those making 
medical and dental examinations shall make an annual 
report to this advisory council and later make a report 
on the remedial work which has been accomplished dur- 
ing the school year. This advisory council shall be com- 
posed of representatives of the medical and dental asso- 
ciations, social organizations, veterans’ organizations, 
parent-teacher associations, service clubs, and other or- 
ganizations in the area served.” 

Thus the responsibility for providing corrective service 
for medical and dental defects is placed squarely on the 
community. 


Press Clippings.——Some news items from the daily 
press on matters related to medical practice follow: 


Doctors Will Campaign for Health Plans 


Inauguration of a State-wide drive to encourage every 
California citizen to enroll in some voluntary health insur- 
ance plan was announced yesterday by the California 
Medical Association, through its president, Dr. Philip K. 
Gilman. 

The campaign will be financed and -carried on by the 
medical profession with the support of the insurance in- 
dustry and various civic and fraternal organizations, ac- 
cording to the announcement from the C.M.A. 

A series of “voluntary health insurance weeks” will be 
sponsored in each of the counties of the State this year 
and next. 

County Campaign 

The first counties in which the drive will be conducted 
will be Solano and Orange. Next week, the drive will 
swing to Santa Cruz county. 

It is proposed that city and county officials, civic lead- 
ers, county medical societies, insurance and fraternal lead- 
ers and representatives of the California Physicians’ Serv- 
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ice, a C.M.A. affiliate, will have a part in the local “health 
insurance weeks.” 

Twenty counties are to conduct separate, localized cam- 
paigns this year, with similar drives scheduled for the 
remaining 38 counties in 1947. 


Mass Meetings 


Public mass meetings and all forms of advertising 
media will be utilized in the drive to enroll the citizens in 
some voluntary health plan. The campaign is being di- 
rected by the same committee which successfully handled 
the opposition to the proposals at the 1945 session of the 
Legislature for enactment of a compulsory health insur- 
ance system for California workers. 

“This will be a crusade to take the economic shock out 
of illness or injury,’ Dr. Gilman said, “and the medical 
profession is contributing heavily, both of its money and 
its energy, to encourage every California citizen to enroll 
in a sound voluntary health insurance plan.” 

According to the C.M.A., 1,900,000 persons are now en- 
rolled in health and accident insurance plans; 230,000 in 
hospital plans and 871,000 prepaid medical care plans.— 
San Francisco Chronicle, April 22. 


Doctors Can Call V.A. Collect on Veterans’ Treatment 


California physicians were notified yesterday that they 
can make collect telephone calls to the nearest office of 
the Veterans’ Administration to determine whether they 
will be paid for emergency treatments to veterans. 

Lieutenant Colonel Forrest G. Bell, deputy surgeon gen- 
eral of the Veterans’ Administration, announced the pro- 
cedure is meant to speed up treatment of veterans. In 
special cases, treatment may be started and the call for 
authorization made later, Colonel Bell said.—San Fran- 
cisco Chronicle, April 22. 


Freedom from Flu 


Wartime Vaccine Is on the Market ;;New Product 
Good for Two Years 


Princeton, N. J., March 19.—(UP.)—A new vaccine 
capable of providing immunity from influenza has been 
developed and now can be bought in any drugstore, Dr. 
Wendell M. Stanley, member of the Rockefeller Institute 
for Medical Research, disclosed today. 

The centrifuge-type vaccine, unknown in 1918 when an 
epidemic of influenza killed millions throughout the world, 
is an outgrowth of the war, Dr. Stanley said. 

“We had no means of protection against a major fiu 
outbreak when the war came,” Dr. Stanley, a biochemist, 
said. “An epidemic could have sabotaged our war effort. 
So we accepted the flu problem.” 

To produce the vaccine, Dr. Stanley injects small 
amounts of infectious influenza virus into fertile hen’s 
eggs which had been incubated for ten days.. 

Two days after the injection the eggs then are opened 
and the extra-embryonic fluids removed under sterilizing 
ultra-violet lamps. At the time of removal of fluids the 
chicken is half-developed. 

Before bottling the fluids the solution is passed through 
various centrifugings, and small portions of formalin and 
phenylmercuric nitrate are added. 

This liquid, Dr. Stanley said, will render a person im- 
mune from influenza for from one to two years. 

It is being made by several manufacturers for retail 
sale—San Francisco Chronicle, March 20. 


British Doctors Plan to Fight Nationalization 


London, March 9,—British doctors are getting up a 
fighting fund sponsored by the British Medical Associa- 
tion to combat the government’s nationalized medical 
service project. 

In announcing this the British Medical Journal stated: 
“Should Parliament prove obdurate and refuse to modify 
proposals in the bill which the profession might consider 
to strike at essential freedoms of medicine, doctors of 
this country might have to decide not to work in the new 
service.” The fighting fund was said to be necessary to 
“further the cause of the medical profession in any major 
dispute with the government.” 

The association, which represents more than 50,000 
doctors, has guaranteed $400,000 toward the fund and is 
urging all doctors to subscribe at least $100.—San Fran- 
cisco Chronicle, March 10. 


Los Angeles County Health and Welfare in 1945 
Cost $105,251,856 
Health and welfare services for Los Angeles County 
moved into big business cifcles during 1945 with total 
expenditures reaching $105,251,856, according to a report 
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just issued by the research department of the Welfare 
Council of the metropolitan area. 

Approximately 380 agencies operating 548 programs 
spent the $105,251,856 for persons residing in the county. 
Major agencies disbursing the money include: Family 
welfare and relief, 52.2 per cent; health, 33.7 per cent; 
child welfare, 7.7 per cent; group work and leisure time, 
5.7 per cent; planning and financing, 0.07 per cent. 


Child Care Important 


Outstanding contribution of Community Chest and other 
agencies is in the fields of child care, community health 
services and recreation. Of the total amount spent by 
field service in the county, private agencies spent 22.9 
per cent for child welfare; 50.9 per cent for health and 
50.2 per cent for recreation. These services are chiefly 
preventive in nature, according to the report. 

While public tax funds and private voluntary gifts to 
Community Chest agencies finance the major part of the 
community’s health and welfare program, clients them- 
selves paid $21,331,765 or 20.3 per cent of the total ex- 
penditures. This amount was paid in part pay or nominal 
fee charges by those clients able to pay, the report 
pointed out. 


Sources Enumerated 


Sources of funds were listed as follows: Public funds, 
$72,853,430; Community Chest contributions, $3,916,164; 
other contributions, $4,668,952; investments, $629,918; 
persons paying for services, $21,331,765; other income, 
$1,851,627. ; 

Total expenditures, less payments from persons receiv- 
ing service, were divided by the county population of 
3,342,247 to obtain a net per capita expenditure as fol- 
lows: Family welfare and relief, $16.08; child welfare, 
$1.96; health, $5.32; group work and leisure time, $1.52; 


planning and financing, $0.23.—Los Angeles Times, 
March 10. 


Decline of Penicillin Forecast by Scientist 

Atlantic City, N. J., March 14.—(AP.)—Penicillin 
is losing its punch so rapidly that it was predicted today 
this wonder drug may become almost completely useless 
in a few years for a number of the most prevalent 
diseases. 

The trouble is not in penicillin, but in special strains of 
germs, present in many diseases, which are able to resist 
penicillin, and which are spreading rapidly while their 
fellows are being destroyed by the drug. 


Common Fault 


The prediction was made by Dr. Hans Molitor, of the 
Merck Institute for Therapeutic Research, in a report to 
the Federation of American Societies for Experimental 
Biology. He talked to the Pharmacological Society. The 
trouble that penicillin faces is not new. It happens in 
most medical remedies. But in penicillin the increase in 
the germs that tolerate the drug seems to be very rapid. 

In some hospitals the cures of venereal disease by penic- 
illin have dropped from the original almost 100 per cent 
to about 50 per cent. Similar decreases are going on in 
other diseases, but not so rapidly. 


New Dosages 


Molitor said there were four ways in which to retard the 
loss of penicillin’s effectiveness. 

One is to give overdoses great enough presumably to 
kill even the resistant germs. This might be fairly safe 
with penicillin, since it is not toxic. 

The second is to combine several other drugs with 
penicillin. This is done occasionally now. It is not too 
satisfactory, however, since the combination causes bad 
reactions in some patients. 

The third way is to discover new antibiotics, as penicil- 
lin is called. An example is streptomycin. But streptomy- 
cin is subject to losing its effectiveness in precisely the 
same way as penicillin. 

The fourth way is to give chemical compounds that 
make the germs more sensitive to penicillin——San Fran- 
cisco Examiner, March 15. 


U. C. Scientist Finds New Nose Compound 


San Francisco, Mar. 25.—A nose drop compound, potent 
enough to open up nasal passages in common colds and 
cases of hay fever, yet without the adverse effects for 
some people of such stimulating drugs as benzedrine, has 
been produced by Dr. Gordon A. Alles, of the pharmac- 
ology department of the University of California Medical 
School. 

Dr. Alles said that while the new compound is not as 
potent as benzedrine, it acts over the same length of time 
and is strong enough to shrink the nasal membranes in 
ordinary cases. .. .—U.C. Clip Sheet, March 26. 
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Hospital Workers Raised in Ten San Francisco Hospitals 

Pay boosts ranging from $12.50 to $45 a month—plus 
$100,000 in retroactive increases—have been awarded 750 
nonprofessional employees of ten San Francisco hospitals 
by an arbitration board, it was learned today. 

The benefits apply to orderlies, kitchen workers and 
housekeeping and laundry employees in Children’s, Frank- 
lin, French, Hahnemann, Mary’s Help, Mt. Zion, St. Fran- 
cis, St. Joseph’s, St. Luke’s and St. Mary’s hospitals. 

The award, made by an arbitration board composed of 
Hubert Wykoff, Wendell Phillips and George U. Wood, 
provides for twelve days’ sick leave a year, two week 
vacations after one year’s service, a $10 monthly night 
shift differential and premium pay for split shift work. 
—San Francisco Call-Bulletin, March 29. 


State Institutions Need Physicians, Attendants 

Thirty physicians and surgeons and 300 hospital at- 
tendants are needed to fill vacant positions in California’s 
10 state mental institutions. 

This was announced today by the state personnel board 
which will schedule civil service examinations for the 
jobs in the near future. Applications may be submitted 
before April 10th. 

Physicians and surgeons are paid $300 a month, plus 
maintenance for self and family, and hospital attendants 
receive a starting salary of $140 a month.—Sacramento 
Bee, March 28. 


Los Angeles Population Up to 1,805,687 

Washington, March 29.—(AP.)—Los Angeles gained 
20 per cent population between April 1, 1940, and Janu- 
ary 28, 1946, the Census Bureau announced today. 

Its population went up 301,410 in that period to 1,805,- 
687. Between 1920 and 1930, Los Angeles’ population 
went up 114.7 per cent, then went up another 21.5 per 
cent between 1930 and 1940.—San Francisco Examiner, 
March 30. 


Planners See 6,000,000 in Area by 1960 
Forecasts on Basis of Traffic Indicate City of 2,500,000 


Predictions that Los Angeles metropolitan area will 
have populations, respectively, of 2,500,000 and 6,000,000 
in 1960 were made on March 21 at a joint luncheon meet- 
ing of the Central Business District Association and the 
Los Angeles Traffic Association at the Biltmore. 

The forecasts came in discussions of present traffic 
conditions and estimated needs, with the city’s outlook 
presented by Ralph T. Dorsey, city traffic engineer, and 
that of the metropolitan area by City Engineer Lloyd 
Aldrich. Michael F. Shannon, president of the business 
association, presided.—Los Angeles Times, March 22. 


Los Angeles, the Fourth City in America 

The city’s special census reveals that Los Angeles now 
has a population of 1,805,687. Since the most recent 
counting of noses in Detroit showed the automobile capi- 
tal to have only 1,623,452 persons, our. community pre- 
sumably can point with dignity to its position as the 
nation’s fourth city. 

Los Angeles has experienced extraordinary growth in 
the last five years, largely because of the war. . . —Edi- 
torial in Los Angeles Times, March 28. 


Million Jobless Seen in State by End of Year 

Berkeley, March 21.—More than 1,000,000 people may 
be unemployed in California before the end of this year, 
even with a high level of national prosperity, because the 
number of jobs available can’t absorb the State’s enor- 
mous wartime population. 

This is the possibility seen in two postwar employment 
studies released today by the Univerity of California 
Bureau of Public Administration. Although Dr. Samuel 
Cc. May, director of the bureau, projects his figures from 
the peak of employment year of 1943, and Alfred G. 
Norris, consulting engineer, takes V-J Day employment 
figures as a base, both studies reach almost the same 
conclusions. 

“California’s problem is not reconversion to prior use, 
but a development of completely new undertakings,” Dr. 
May says. “Because of this the population growth we have 
experienced must be treated as a major dislocation of our 
economic structure, rather than wishfully considering it as 
a continuing trend.”—Los Angeles Times, March 22. 


San Diego Doctor Gives a ‘‘Typewriter’’ to the Blind 
San Diego, April 16.—(AP.)—The equivalent of a 
Braille pen and pencil for the blind—a vestpocket “type- 
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writer’’—was demonstrated here today and the Lions Club 
of San .Diego, underwriting production, announced the 
first 1,000 would go free to sightless war veterans. 

Dr. Alfred Banks, former San Diego city health officer, 
demonstrated the machine he perfected after being threat- 
ened with blindness himself. The device, weighing 18 
ounces, has six keys and a space board. It stamps the 
Braille characters in thin paper tape, similar to that used 
in stock tickers. The machine’s operation is silent. 

Dr. Banks disclosed that he had “turned over the 
patents to the blind of the world, with the Lions Club of 
San Diego as custodian.” 

The inventor, who worked on the tiny machine 12% 
years, said it could be used for Braille “long or short 
hand.” 

No blind person, Dr. Banks has specified, can be 
charged more than five dollars for the machine, which is 
being manufactured in quantity by the International Busi- 
ness Machine Corporation for the Lions’ Club blind wel- 
fare club here. 

The club, which estimates the cost of each machine at 
$15, plans to underwrite the difference. Roberts said that 
blind persons should get in touch with their local Lions 
Club for information. 


Veterans—Gen. Omar Bradley Making Progress 
the Hard Way 


Less than a year ago, far-flung American armies were 
sweeping across Europe toward the final victory. Today 
one of the chief authors of that victory, General Omar 
N. Bradley, is head of the Government agency that over- 
sees the interests of a vast army of veterans. 

When General Bradley was drafted by President Tru- 
man to be head of the Veterans’ Administration, he could 
hardly have realized what was ahead of him. The job is 
so big, it is hard to grasp. 

In July of 1945, there were 2,680,000 veterans of World 
War II. The figure for the end of March of this year was 
11,310,000. When ‘the veterans of other wars are included, 
the grand total is 15,296,000. That is a large chunk of 
the population. If you include families, with an average 
of four to a family, you get something close to half of 
all the people in this country. 

Inheriting a warn-out, overworked and hidebound or- 
ganization, Bradley is beginning to make progress. At 
least, he’s beginning to see the light over the mountain 
of official documents and papers that, at the beginning 
of his term of serviture, loomed like one Pike’s Peak piled 
on top of another. 


Long Hours of Hard Work 


That progress has come out of hard, unremitting toil; 
out of ceaseless, patient effort 14 or 15 hours a day. With 
the country in the midst of a growing boom, there have 
been obstacles that seemed at times insurmountable. 

The paper work connected with pension claims, vet- 
erans’ insurance, and education under the G.I. Bill of 
Rights, has doubled and tripled from-week to week. There 
was a big backlog when Bradley took over. 

To get this moving so that it would be current meant 
more office space. It meant going into cities that were 
regional headquarters for the Veterans’ Administration to 
try to find thousands of square feet of office space. It 
meant trying to hire hundreds of additional clerks in a 
boom market. 

Slowly but surely, the waiting list is being cut down. 
In February, for example, 660,899 disability or compen- 
sation cases growing out of World War II were pending. 
By the end of March, this has been reduced to 554,917. 

Mere figures hardly convey the picture. It snowballs so 
rapidly. A year ago, there were only a few hundred thou- 
sand veterans paying premiums on the insurance they 
took out during the war. Today the figure is around two 
million. Two million letters a month, many of them with- 
out the necessary information, many of them without a 
proper address. 

One special problem is causing Bradley a lot of worry 
just now. Months ago, a program of hospital construction 
was blueprinted. It provided for the building of 75 hos- 
pitals in a program that would enable the Veterans’ Ad- 
ministration to stay up with its case load through 1950. 
Congress in due course appropriated the money, specify- 
ing a fixed amount for each of the hospitals. 


Hospital Building Plan Stymied 


Not long ago, the Veterans’ Administration called for 
bids on two of those hospitals. In each instance, letters 
were sent to about 200 contractors who would presum- 
ably be interested in bidding. For the proposed hospital 
at Grand Junction, Colo., three bids came in. They were 
nearly 100 per cent over the cost allowed by Congress. 
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On the other hospital, at Providence, R. I., one bid was 
received which was about 60 per cent above the cost 
allowed in the congressional appropriation. 

That, of course, reflects the boom. Contractors simply 
aren’t interested in Government construction on a narrow 
margin of profit. They hope for a killing in a sellers’ 
market. 

This makes a new and very tough problem for General 
Bradley. In effect, it means he cannot build any of the 
75 hospitals because Congress has specified the exact 
amount to be spent on each one. He must therefore go 
pack to Congress to get new legislation, which is a lengthy 
and sometimes a painful process. 

There are other complications. Almost every congress- 
man wants a veterans’ hospital in his district. Too often 
these congressmen are thinking not of the veterans but 
of payrolls and patronage back home. It has been hard 
to resist the pressure. It has come from so many dif- 
ferent sources. 

But there is progress. That is the encouraging thing.— 
Marquis Childs in San Francisco News, April 17. 


Foreign Ills Threaten U. S., Dr. Geiger Warns 


Health Chief Cites How Air Travel Can 
Bring Strange Diseases Here 


A warning that northern California can expect a rising 
threat of epidemics similar to the recent smallpox inci- 
dent was forthcoming yesterday from Dr. J. C. Geiger, 
city health director, who added the grim observation that 
northern California “is not always or fully prepared to 
combat such potential outbreaks.” 

The threat and inconvenience which smallpox posed for 
countless thousands of northern Californians—as of April 
1, vaccine points totaling 610,000 were used in San Fran- 
cisco—may be repeated “tomorrow or next week or next 
month,” Doctor Geiger declared, next time by any one of 
a half dozen diseases, stages of which are endemic or 
epidemic in far flung corners of the earth. : 

They would be diseases generally strange to the Amer- 
ican scene; scrub typhus, the encephalitis of Japan and 
others until recently unknown except to specialists in the 
field of rare oriental or tropical diseases. 

What has caused this once fantastic improbability to 
become a real threat is swift and modern air travel, with 
San Francisco, destined to become one of the great air 
crossroads of the world, less than forty-eight hours by 
air from any point on the globe. .—San Francisco 
Examiner, April 17. 


MEDICAL JURISPRUDENCE+ 


Hartity F, Peart, Esa. 
San Francisco 


Part II 
(Continued from page 162 of March issue) 


Privileged Communications Between Physician and 
Patient in California 


Information that is Priviledged. The privilege extends 
to any information acquired in attending the patient 
which was necessary to enable the physician to prescribe 
or act for the patient. In Kramer vs. Policy Holders Life 
Insurance Association (1935) 5 Cal. App. (2nd) 380, 
Mrs. X in making application for an insurance policy on 
February 2, 1930, in response to questions, stated that 
she had consulted a doctor within three years for a minor 
operation of the breast but had fully recovered from 
such operation and that her present state of health was 
good. Relying upon the truth of these representations, the 
policy was issued on February 5, 1930. Mrs X died on 
Avgust 29, 1931. In an action by Mrs. X’s husband to 
recover on the insurance policy, a doctor who had ex- 
amined Mrs. X on July 2, 1930, was questioned as to the 
result of such examination. During the examination, the 
doctor took the patient’s history and made a physical 


+ Editor’s Note.—This department of CALIFORNIA AND 
WESTER MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from the syllabi of 
recent decisions, and analyses of legal points and pro- 
cedures of interest to the profession. 
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examination. From the patient he learned, among other 
things, that between the 11th and 24th of December, 1929, 
less than two months before the acceptance of her appli- 
cation for insurance, she had undergone an operation 
upon her breast for cancer. The admission of this evi- 
dence was objected to on the grounds that it was within 
the physician-patient privileged communication rule. The 
lower court sustained the objection whereupon an appeal 
was taken. The California Appellate Court held that such 
information was within the physician-patient privileged 
communication rule because such information was neces- 
sary to enable a physician to prescribe or act for the 
patient. 


Autopsies. In this portion of our discussion, we shall 
not be concerned with the question of authorization or 
permission to perform an autopsy. Our sole purpose here 
is to discuss only the disclosure by a physician of facts 
which he has obtained as a result of an autopsy. The 
general rule in California is that the privilege is applicable 
only if the relation of physician and patient exists. There- 
fore, a physician may testify as to any information which 
he has acquired while performing an autopsy. In Harri- 
son us. Sutter Street Railroad Company (1897) 116 Cal. 
156, a physician had made a medical examination of the 
deceased after the accident and had performed an autopsy 
upon the body. The lower court permitted the doctor to 
give the results of the medical examination but excluded 
his testimony as to what was disclosed by the autopsy 
upon the theory that the latter was privileged informa- 
tion and therefore inadmissable. The California Supreme 
Court held that the evidence should have been admitted 
saying that a dead man is not a “patient” capable of sus- 
taining the relationship of confidence toward his physi- 
cian which is the foundation of the rule given in the 
statute. 


Exceptions to the Privileged Communication Rule. It 
has been stated by several leading authorities that the ex- 
ceptions to the physician-patient privileged communication 
rule are so extensive and numerous that they, in effect, 
operate to cut down the scope and extent of the statutory 
law. The reason for the large number of exceptions is 
that the physician-patient privileged communication rule 
can, if utilized by unscrupulous or dishonest patients, be 
used for purposes of fraud. Therefore, it becomes impor- 
tant to examine the many exceptions to this general rule 
enacted by the California Legislature and interpreted by 
the California Courts. The first exception set forth in 
Subdivision 4, Section 1881 of the Code of Civil Pro- 
cedure is that in a probate matter where a will or other 
instrument executed by the patient transferring any real 
or personal property is contested, then the physician may 
testify as to the mental condition of the patient and may 
disclose information acquired by him concerning the de- 
ceased which was necessary to enable him to prescribe or 
act for the deceased. 


The second exception set forth in the above cited sec- 
tion is that if the patient is deceased, the execvtors of 
his will or the administrator of his estate or the surviv- 
ing spouse of the deceased, or if there be no surviving 
spouse, the children of the deceased personally, or if 
minors, by their guardian, may waive the privilege in any 
action or proceeding brought to recover damages on ac- 
count of the death of the patient. 


The third exception to the general rule is that where 
any person brings an action to recover damages for per- 
sonal injuries, such action shall be deemed to constitute a 
consent by the person bringing such action, that any phy- 
sician who has prescribed for or treated said person and 
whose testimony is material in said action, shall testify. 


The fourth exception is that the bringing of an action 
to recover for the death of a patient by the executor of 
his will or by the administrator of his estate or by the 
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surviving spouse of the deceased, or if there be no sur- 
viving spouse, by the children personally, or if minors, 
by their guardian, shall constitute a consent by such 
executor, administrator, surviving spouse, or children or 
guardian to the testimony of any physician who attended 
said deceased. 

A fifth exception is found in the California Labor 
Code and concerns only cases arising under the Work- 
men’s Compensation Act. Thus in Section 4050 of the 
California Labor Code, it is set forth that: 

“Whenever the right to compensation under this divi- 
sion exists in favor of an employee, he shall, upon the 
written request of his employer, submit at reasonable 
intervals to examination by a practicing physician, pro- 
vided and paid for by the employer, and shall likewise 
submit to examination at reasonable intervals by any 
physician selected by the commission or any member or 
referee thereof.” 

The statute then goes on to provide in Section 4055 
that : 

“Any physician who makes or is present at any such 
examination may be required to report or testify as to 
the results thereof.” 

In Winthrop vs. Industrial Accident Commission 
(1934) 220 Cal. 114, although the court did not make a 
decision squarely on the point of physician-patient privi- 
leged communication in workmen’s compensation cases, it 
stated that “there is matter in the return to the writ 
which tends to show that the surgeon’s ‘refusal’ to make 
a report arose from his mistaken belief that the law as to 
privileged communications applied to him under the cir- 
cumstances.” 

(To be continued) 


LETTERS?f 


Concerning Selective Service Statistics: 
(copy) 
Unrrep States SENATE 
Committee on Education and Labor 
Subcommittee on Health and Education 
March 15, 1946 


The Editor, 

CALIFORNNIA AND WESTERN MEDICINE, 
California Medical Association, 

Room 2004, Four Fifty Sutter, 

San Francisco, California. 


Dear Sir: 


Thank you for sending me a reprint of your December, 
1945, number. Since it calls sympathetic attention to an 
attack on President Truman’s and our interpretation of 
the Selective Service rejection data by Dr. Lowell S. 
Goin, I presume you would not be averse to my comments. 

Our data was obtained from the Selective Service 
System, and our interpretation based partly on the cau- 
tious, sensible statement presented by the Chief of its 
Medical Division, the distinguished medical scientist, 
Colonel Leonard G. Rowntree, and partly on various in- 
dependent studies and analyses which we have in our 
committee files. We stated that a sixth of the rejectees 
were rejected for defects remediable as far as medical 
science was concerned; e.g., such defects as hernia and 
syphilis. The Army has remedied some 16,000 cases of 
hernia and 166,000 cases of syphilis, evidence that “the 
type of medical care program” can and does affect the 
remedying of unremedied defects. For the first time, 
many of these cases had medical care freely available to 
them, with no financial barriers to such care. It is true, 


+ CALIFORNIA AND WESTERN MEDICINE does not hold 
itself responsible for views expressed in articles or letters 
when signed by the author. 
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of course, that a certain amount of compulsion was in- 
volved in these cases. Such compulsion does not exist in 
any civilian medical care program. 

We stated that an even larger percentage of defects 
are preventable. We certainly do not agree with Dr. 
Goin that a better medical care program cannot prevent 
(or cure) some cases of blindness, for example. Indeed, 
I am amazed at Dr. Goin’s fatalism concerning the im- 
possibility of a better medical care program preventing 
or curing many common diseases. It continues to strike 
me as very curious that a Senate Committee should have 
to fight with organized medicine to prove that our na- 
tional medical care needs are serious, and that our health 
conditions are susceptible of improvement. 

Dr. Goin makes a great deal out of the difference in 
the exact figures in our chart, our text, and the Presi- 
dent’s message. The differences are not errors on our 
part. They are due to the obvious difference in the totals 
as time went on. Our chart was based on June 1, 1944, 
data. By the time the report was written and published, 
it was already January, 1945, and we corrected the text 
to the current figure. President Truman’s message ap- 
peared in November, 1945, by which time the number of 
rejectees had risen by almost another half a million. 
Thus, there is a simple explanation for what is presented 
as evidence that we are not “intellectually . . . very 
honest.” Only a careless reading of the texts in support 
of a thesis could reach such an unwarranted characteri- 
zation. It is not in keeping with the high dignity of the 
profession. 

Sincerely yours, 
(Signed) CLAupDE PEPPER, 
Chairman, Sub-committee on Health 
Education. 


7 7 7 


Note. The above letter was sent to Dr. Lowell S. Goin, 
who in turn, replied to Senator Claude Pepper. 


Concerning Brochure for Marriage License Appli- 
cants: 


(copy) 
Civy anp County oF SAN FRANCISCO 
Department of Public Health 


George H. Kress, M.D. 

Secretary, California State Medical Association 
San Francisco, California 

Dear Dr. Kress: 


Enclosed please find a copy of a pamphlet, “These 
Moments,” which has been prepared by the Division of 
Venereal Disease of the City and County of San Fran- 
cisco Department of Public Health. This pamphlet is to 
be distributed by the County Clerk to applicants for 
marriage licenses. In a refined and dignified way it at- 
tempts to present information regarding venereal disease 
to these applicants. 

On the last page of the pamphlet you will note that 
a letter signed by the undersigned has been reproduced. 
It was thought that the California State Medical Asso- 
ciation would be interested in the contents of this letter. 
The letter, in part, reads as follows: 

“Soon you will want to secure a family doctor who will 
come to know you as a person as well as a patient and 
who can give you health guidance and consultation 
through the years. So that he may keep you well, see 
your doctor regularly every year for physical examina- 
tions in order that any developing illness can be checked 
before it gains a stronghold. When you anticipate chil- 
dren, seek his counsel at the earliest moment. If you do 
not know a doctor, the San Francisco County Medical 
Society, telephone WAlnut 6100, will be glad to recom- 
mend one to you.” 

It was thought that you would be interested in an- 
nouncing this pamphlet in the next issue of CALIFORNIA 
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AND WESTERN MeEpICINE as this pamphlet should be of 
considerable interest to the members of our society. 
Very truly yours, 
s/J. C. Getcrr, M.D. 
Director, 
Department of Public Health 
101 Grove Street. 


Concerning Alameda County Sickness Indemnity 
Committee: 

The Alameda County Sickness Indemnity Committee 
was formed by a group of doctors in Alameda County 
for the purpose of preserving private enterprise in medi- 
cine. These doctors believe that there should be a free 
choice of physicians by patients and a free choice of pa- 
tients by physicians. 


They believe that any physician wishing to work for 
a salary or for a panel of doctors or in any way they 
please should be allowed to do so. They believe that com- 
pulsion in any form stultifies the practice of good medi- 
cine. 

Likewise, they believe that patients should be allowed 
a free choice of physician and the type of practice of 
medicine to which they wish to submit themselves. 

Many doctors of Alameda County were bitterly op- 
posed to the procedures of C.P.S. Many other doctors 
were content with it as it was except they felt it was 
not on a sound financial basis and did not command 
respect or support because of the very low fees paid. 

In the beginning the physicians of California were 
content in part with this as a political expedient and as 
an experiment in which data had to be collected for 
future purposes. 

Prepaid medical care presupposes sound insurance 
principles and/or charity, and by this time it is time to 
end charity at the expense of the physician alone. 

Furthermore, the Alameda Sickness Indemnity Com- 
mittee was formed because it was impossible to get the 
above facts debated in the House of Delegates at the 
Annual Meetings of the California Medical Association. 

At the last Annual Meeting of the California Medical 
Association there was a gentleman’s agreement that if 
the Alameda County delegation did not bring to, vote the 
issue of indemnity insurance vs. service, the Council of 
the C.M.A. through its president would appoint a com- 
mittee to study prepaid medical -care in all its phases and 
make recommendations to the next May, 1946, meeting 
of the House of Delegates. This was done and the Com- 
mittee under Dr. Lorin Chandler has followed directions 
well and faithfully and their report is in the hands of 
the delegates and the officials of the California Medical 
Association at this time. 

Therefore the purposes of the Alameda County Sick- 
ness Indemnity Committee will have been accomplished. 

With the benefit of the recommendations of Dr. 
Chandler’s Committee, which are the result of many meet- 
ings in the past year, each meeting a full day in length, 
we are assured that the delegates will inform themselves 
fully as to all the various phases of indemnity insurance 
vs. closed panel insurance and service. 

If the recommendations of the Chandler Study Com- 
mittee are agreed upon, no licensed physician in the State 
of California will be denied remunerations from the 
California Physicians’ Service. 

And, no patients will be denied the right to go to their 
own physician if they so desire. If the patients receiving 
less than a stipulated income elect to go to physician 
members of the California Physicians’ Service they will 
be guaranteed that there will be no further charge made 
to them. If, however, they prefer to go to a doctor who 
is not a member of the California Physicians’ Service 
they will be assured that their money paid through the 
California Physicians’ Service will reindemnify them to 
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the extent of the fee schedule no matter to whom they go. 


We believe the philosophy of payment to patients from 
indemnity insurance companies is correct but we defend 
the right of any doctor to work under any system he 
chooses. 


We feel that much has been accomplished and what- 
ever the California Medical Association House of the 
Delegates decides, after free open debate and the oppor- 
tunity for study that has been given them, should be final. 
We further believe that whether physicians wish to join 
as physician members of California Physicians’ Service 
or not each should give his wholehearted support to the 
California Physicians’ Service as he would to any other 
prepaid medical care plan which clearly states its benefits 
and its limitations. 


We know that the prepaid medical care service plan is 
no local issue and we are aware that only through trial 
and error can a perfect system be established. 

The criticism of the Alameda County Sickness In- 
demnity Committee on the whole was constructive criti- 
cism and not an effort to destroy California Physicians’ 
Service. It was an effort to improve C.P.S. for the great- 
est good of the greatest number of patients and the 
greatest number of physicians. 

The officials of the California Medical Association 
have wholeheartedly supported the Chandler Committee 
with help of every sort and no expense was spared to 
make available to them everything that could be gathered 
in the way of information. We, the Indemnity Commit- 
tee, as a body wish to express our sincere appreciation 
of their efforts. 

Many things have been said, but the old saying, “The 
squeaking wheel gets the grease” is ‘still true. While our 
words were rough at times it was for the purpose of 
promoting voluntary prepaid medical care and improving 
the instrument of the California Medical Association. 


ExecutivE CoMMITTEE 


Charles Hall, M.D.—President 
Grosvenor Root, M.D.—vVice-President 
Victor W. Hart, M.D.—Secretary-Treasurer 


William Donald, M.D. James Neil, M.D. 

Philip Dick, M.D. George Reinle, M.D. 
Lioyd Kendall, M.D. Dayid Singman, M.D. 
George Calvin, M.D. Gertrude Moore, M.D. 

D. Scott Fox, M.D. J. B. Hollingsworth, M.D. 
Dorothy Allen, M.D. Roy Nelson, M.D. - 
Helen Jean Snook, M.D. Maxwell, Thebaut, M.D. 


Concerning Recent New York Law on Dissection: 
(copy) 
Tue Eye-Bank ror Sicut Restoration, INc. 
210 East 64th Street 


New York 21, N. Y. 
April 11, 1946. 


News Editor 

California and Western Medicine 
Room 2004, 450 Sutter Street 
San Francisco, California 

My dear Sir: 

I am writing to let you know that the Penal Law of 
the State of New York has been amended so as to 
authorize dissection of the dead body of a human being 
and “whenever and so far as the husband, wife or next 
of kin of the deceased, being charged by law with the 
duty of burial, (a) may authorize dissection for the sole 
purpose of ascertaining the cause of death, or (b) may 
authorize dissection for any other purpose by written 
instrument which shall specify the purpose and extent 
of the dissection so authorized.” 

For your information the number of the Bill is Sen- 
ate Nos. 863, 2396, Int. 821. 

Sincerely, 
s/Mrs. Henry BECKENRIDGE 
The Eye-Bank for Sight Restoration, Inc. 





CALIFORNIA AND WESTERN MEDICINE 


TWENTY-FIVE YEARS AGO 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 
Vol. XIX, No. 5, May, 1921 


EXCERPTS FROM EDITORIAL NOTES 


A Strong State Society—Do you think it worth while 
to have a State Medical Society? Honestly, do you? 
Have you given any personal thought on your own part 
to the question of what makes a State Society strong, and 
why you think this State Society should be developed and 
strengthened? If the State Society is worth something to 
you, does it meet your ideal now of what it ought to be? 
Consider for a moment what will best serve to build up 
your State Society. .. . 

Then with regard to the Council. A councilor repre- 
senting a district certainly should be expected to visit his 
district in all its subdivisions periodically and be in close 
touch with its needs, its weaknesses and its possibilities 
of development. It may not be essential for him to sub- 
mit a written report to the Council of the “state of the 
union” in his own district, but at least his district should 
see that it is represented by a man who really represents 
and knows it. The duties of the councilor certainly are 
not comprehended alone in attendance on half a dozen 
council meetings in the calendar year... . 

In each county society there is room for improvement 
as we one and all come to a realization of the important 
service in our professional and civic life which is 
rendered by our membership in the County Society. 
Surely, local medical societies of all sorts would do well 
to affiliate as branches of the Covnty Society. We do 
not need such a multiplicity of organizations. We do 
need every respectable doctor to be a County Society 
member, and it were well if all his professional activities 
could find expression in the branches and subdivisions of 
the County Society. The County Society ought to be in 
a position to touch civic life at every point and to keep 
itself in the forefront of civic progress... . 


The Growing Recognition of Anesthesia—A notable 
fact in medical progress, during the past few years, has 
been the increased interest manifested in anesthesia. To 
the various societies devoted exclusively to this subject, 
namely, the American Association of Anesthetists, the 
Interstate, and the numerous state societies — among 
which are two in California—have recently been added 
the ‘Canadian Association of Anesthetists and the Na- 
tional Anesthesia Research Society. .. . 


The Physician and Social Agencies—Of necessity, the 
attitude of the physician toward social agencies must be 
most sympathetic. His work is so intimately related to 
social service and so admirably conserved and multiplied 
by the social worker that he cannot but be interested in 
the conduct and development of the social agencies. He 
should be anxious to codperate. He should be willing 
first to learn from experts in the field of social medicine, 
sociology and social relief, as to what is needed of him 
in this new and fast advancing department. Having 
learned that, he must in his turn teach, advise and con- 
tribute of his knowledge and ability. He must face the 
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+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities 
some twenty-five years ago. It is hopted that such presen- 
tation will be of interest to both old and new members. 

Historical reminiscences, papers and other archives will 
be welcomed by the C.M.A. Committee on History, to 
whom such should be sent. Address same to the Com- 
mitte’s Secretary, Dr. George H. Kress, Room 2004, 450 
Sutter, San Francisco 8. 


BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIAt 


By F. N. Scatena, M. D. 
Secretary-Treasurer 


Board Proceedings 

A regular meeting of the Board of Medical Examiners 
was held at the Elks Club in Los Angeles, from March 
llth to 14th, 1946. 

Written examinations were conducted and hearings 
were held on petitions for revoked certificates, as well! 
as on disciplinary matters. 

The following changes were made in the status of 
licentiates after a regular hearing: 

Bergegrun, Katherine, M.D., charged with violation of 
Section 2385 of the Business and Professions Code, was 
on March 12, 1946, found guilty and her California 
license to practice as a physician and surgeon was re- 
voked. 

Burson, William Worth, M.D., charged with violation 
of Section 2377 of the Business and Professions Code, 
was on March 13, 1946, found guilty as charged and his 
California certificate to practice as a physician and sur- 
geon was revoked. 

Eby, Marvin R., M.D., charged with violation of Sec- 
tion 2390 of the Business and Professions Code, was on 
March 12, 1946, found guilty as charged and placed on 
probation for five years, without narcotic privileges or 
possession. 

Koennecke, Clarence Herbert, M.D., charged with 
violation of Section 2383 of the Business and Professions 
Code, was on March 13, 1946, found guilty as charged 
and placed on probation for a period of five years. 

Netherton, Frederick Falton, M.D., charged with viola- 
tion of Section 2391 of the Business and Professions 
Code, was on March 13, 1946, found guilty as charged 
and placed on probation for five years, without narcotic 
privileges or possession. 

White, William Wendall, M.D., charged with Violation 
of Section 2385 of the Business and Professions Code, 
was on March 14, 1946, found guilty as charged and his 
certificate to practice as a physician and surgeon was 
revoked. 

Williams, James B., M.D., charged with violation of 
Section 2390 of the Business and Professions Code, was 
on March 14, 1946, found gvilty as charged and his cer- 
tificate to practice as a physician and surgeon was re- 
voked. 


An additional written examination has been scheduled 
to be held at the Native Sons Hall, 414 Mason Street, 
San Francisco, July 1, 2, and 3, 1946. 


Three graduates of the Chicago Medical School, IIli- 
nois, appeared before the Board at the recent meeting in 
support of a petition previously filed. The three officers 
served with distinction in the Armed Forces during 
World War II. However, because their school of gradua- 
tion was not on the list of approved medical schools, and 
because the Business and Professions Code (Medical 
Practice Act) has not been modified to authorize the 
Board to make concession for service in the Armed 
Forces, the Board, after a complete hearing of their 
plea, was obliged to deny their request. 
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+ The office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertis- 
ing, page 6. News items are submitted by the Secretary 
of the Board. 
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